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THE SIGNIFICANCE OF PROTEINS IN NUTRITION 


THEIR PARTICULAR IMPORTANCE DURING CONVALESCENCE* 


BY 


D. P. CUTHBERTSON, M.D., D.Sc. 


Director, Rowett Research Institute, Aberdeen 


The protein component in nutrition is one of the most 
fascinating of all fields for study, for it deals with the 
essential fabric of growth, repair, and reproduction and 
with other dynamic expressions of vital activity involving 
continuous chemical change such as the maintenance of 
the osmotic relationships in the tissue fluids, immunity 
mechanisms, enzyme systems, and hormones. 


Quality 

There are some 23 different amino-acids in the body, 
and these are built up into the tissue proteins in the vary- 
ing linkages and groupings which give to the tissue proteins 
their peculiar properties. These proteins thus subserve in 
some way or another the structural and functional require- 
ments of the body, and variations in functional activity are 
coupled with greater or lesser difference in amino-acid 
make-up of the proteins concerned. Proteins subserving 
the same function in various species have differences in the 
proportion or arrangements or even in the numbers of these 
different amino-acids. Thus Williamson (1944) has shown that 
the proteins of human and cows’ milk differ in the pro- 
portions of certain of the amino-acids, tryptophan 
in particular, and Mellander (1945) has shown that the 
caseins of human and cows’ milk vary in their phos- 
phorus content. The contradictory reports about the 
nutritive value of haemoglobin are apparently due to 
variations in the amino-acid composition of the haemo- 
globins of different species. Dog haemoglobin is deficient 
in methionine but not in isoleucine, while the reverse holds 
for human haemoglobin (Brand and Grantham, 1946). 
Prosthetic groups of carbohydrate origin—e.g., as in the 
‘pneumococcal antigens—or of lipin (see Cohn et al., 1944) 
may give additional specificity to the proteins. 

The proteins of our food are the exogenous source of the 
amino-acids or specific groups required by the body, and 
as a group they are relatively stable, though liable to suffer 
a slight change in molecular character on treatment— 
namely, the process of denaturation—which generally 
makes no appreciable difference in regard to utilization of 
the particular protein, although this physico-chemical 
change is of great assistance in cooking and baking. I 
need only instance the vast array of appetizing egg dishes, 
curds and cheese, and the texture of bread as examples 
of this. 

Following ingestion, the proteins are digested by the 
hydrolytic proteases of the alimentary tract; the amino- 
acids so formed are then absorbed. There is some evidence 
that certain peptides or even larger fragments are absorbed 

*Read in opening a discussion in the Section of Nutrition at the 
— Meeting of the British Medical Association, Cambridge, 





in small quantity as such. While the body has the faculty 
of synthesizing certain of these amino-acids or specific 
groups, others either cannot be synthesized at all or only 
at a very slow rate. Diets must therefore contain proteins 
which, when acting in supplementary fashion, will provide 
all the essential amino-acids required and sufficient nitro- 
gen to provide for general purposes. It is very necessary 
that no key amino-acid be lacking, otherwise it will form a 
limiting factor in growth’ or even in maintenance. Dis- 
sociation in time of ingestion of the essential amino-acids, 
even though all the necessary ones are provided within the 
24 hours (Henry and Kon, 1946), has been demonstrated to 
lead to inefficient functioning, as all are required at the 
same time. Further, dissociation in time of ingestion of 
protein and carbohydrate leads to an inefficient use of the 
protein (Cuthbertson and Munro, 1939; Cuthbertson, 
Munro, and McCutcheon, 1940). Better utilization is also 
obtained when the day’s intake is spread over a number 
of meals than when it is divided over only two meals. 

During the 1914-18 war, and in the years which fol- 
lowed, it became customary to divide dietary proteins into 
two groups, depending on the degree to which the proteins 
conformed to the then known requirements of man.: It 
became the practice to regard the ed.ble proteins of 
animal origin (gelatin as the main exception) as being in 
the first-class category and those of vegetable origin as 
second-class. These decisions were based on a few in- 
complete analyses and biological tests of ‘the pure proteins 
rather than of the mixed proteins of the foodstuffs con- 
cerned. Nevertheless, this division was useful and served 
its purpose in drawing attention to the differences in 
amino-acid composition. 

As the result of careful observation upon himself Corry 
Mann (1935) obtained evidence which suggested that there 
were pronounced differences in the biological value of such 
first-class proteins as those of meat and milk, and that the 
most likely explanation of his results was to be found 
in the superior quality of the milk proteins. Credit for 
pointing out the supplemental action of the proteins, not 
only in individual foodstuffs but in the diet as a whole, 
rests mainly with Mitchell (1924) and Terroine (1936). The 
natural selection of foodstuffs, even when entirely of 
vegetable origin, seems to permit adequate supplementa- 
tions, but it is necessary to note that cereals tend to be low 
in lysine. The terms first- and second-class protein as applied 
to the mixed proteins in animal and vegetable proteins would 
appear in this sense to be meaningless provided there is 
sufficient protein in the diet and that the calorie require- 
ments are fully met. Nevertheless the protein-rich animal 
foodstuffs are in part the vehicle of our intake of many 


vitamins, particularly the fat-soluble, and of many essential 
4581 
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minerals. The full story of their contribution to the diet 
has not yet been completely unfolded, and the significance 
of natural selection in this sense must be explored. 

In addition to the major differences in amino-acid com- 
position which characterize the proteins, minor differences 
in the nutritive value of the proteins of a single foodstuff 
can be induced by certain natural and artificial means. 
The studies of Everson and Heckert (1944) have demon- 
strated that the growth-promoting qualities of legumes 
seem to vary with the source, the degree of inactivity of 
the seed, and the method of cooking used. These observers 
found that all the mature legumes, except peas, were im- 
proved by the heating procedures employed. Severe heat 
treatment of wheat and oat cereals during certain forms of 
processing confirm the detrimental effects noted by earlier 
workers (Murlin et al., 1938 ; Stewart et al., 1943). More 
recently Melnick ef al. (1946) have shown that the bio- 
logical value of soya and oat flours and of milk processed 
in different ways is related to the rate of release of amino- 
acids, particularly methionine, during digestion. Treat- 
ment of proteins during processing or cooking may thus 
alter the biological value of the product. 

Mellanby (1946) has made the very important discovery 
that wheat-flour “improved” by the agene process, 
involving treatment with nitrogen trichloride, produces 
canine hysteria or, as it is called in the U.S.A., running 
fits when given as food to dogs. More recently ferrets 
have been shown to be susceptible (Mellanby, 1947). Mel- 
lanby considers that a toxic factor is produced in associa- 
tion mainly with the gliadin and glutelin fractions, and 
that the clinical signs are not due to a deficiency dis- 
ease. Moran (1947) has also provided evidence against 
the deficiency theory, and has shown that not only the 
gluten fraction of flour but also certain other, but not 
all, proteins are capable of giving rise to canine hysteria 
when similarly treated. Further observations by Moran 
and his colleagues (Bentley et al., 1948) have indicated that 
methionine has a unique capacity to react with nitrogen 
trichloride, but that other amino-acids may also be 
implicated. 

Protein Allowances for Health 


The term “allowance” has come to be used in place 
of “‘requirement,” as no satisfying data exist to provide us 
with a real knowledge of actual requirements. 

Protein is man’s chief source of nitrogen and sulphur, 
and the rate of supply obviously conditions growth, main- 
tenance, repair, reproduction, and lactation. This is its 
primary function. It can also serve as a source of energy, 
but in this respect it would apparently be no more useful 
than carbohydrate and fat unless its simultaneous meta- 
bolism with these substances is advantageous, or unless 
in virtue of its specific dynamic action under certain con- 
ditions it is peculiarly suited for those exposed to cold. 

It may well be that our intake of protein-rich foodstuffs 
is also bound up with a need for those other essential 
nutrients contained in these foodstuffs and with the improve- 
ment in palatability and attractiveness of the diet which 
results. It is therefore possible that for these reasons we 
take in more protein than is strictly necessary, and also to 
safeguard against any special requirements that may arise. 
Very few diets exist in which the proportion of the calories 
derived from protein falls below 10%, and the level for a 
particular population tends to remain constant at all ages 
(except infancy) and at all grades of muscular activity. On 
the whole, people eat more or less of a mixed diet accord- 
ing to energy requirement. 

If those races which are by circumstance predominantly 
carnivorous are excluded, then the percentage of the total 
energy derived from protein before 1939 lay generally 


between 10 and 14%, and, whenever economic ¢; 
stances permitted, the intake of protein of animal origin 
raised to the region of 60% of the total protein. How far 
this qualitative change is bound up with a real neeg for 
animal protein of a high biological value without regyjr; 
too much variety in foodstuffs, as in the case of 
vegetarian, or for other dietary essentials associated With 
protein in these anima! foodstuffs, is impossible to state. 
There is no doubt that the more attractive flavour ang 
culinary properties of animal protein and its more 
assimilation are contributory factors, but it is possible fo, 
people to live and reproduce on diets containing little jf 
any protein of animal origin. 

To approach the problem from the experimental side is 
also very unsatisfactory. There have been three differen 
types of asses:ment: 


1. This is based on the requirement to replace the specific 
endogenous nitrogen expenditure, together with the requir. 
ments for the Jaying down of any fresh tissues or the expan. 
sion of existing tissues or for milk production. A correction 
is then made for the biological value of the proteins ugeg 
Such work is of considerable interest, but involves exper. 
menting under highly artificial conditions. Generalization op 
dietary requirements from such data cannot be viewed with 
equanimity. 

2. Nitrogen-balance experiments in which nitrogen equilibriyy 
is established at low intakes of protein. The values obtained 
are thus maintenance requirements but are again the result of 
a restricted regime. To convert the maintenance requirements 
into “standard ” allowances an empirical 50% has been added 
by some workers. The scale of this empirical addition is yp. 
doubtedly influenced by that required to bring the values into 
line with customary feeding habits. 

3. Tests to determine experimentally the point to which pro 
tein intake can be -reduced without any impairment to health 
and physiological efficiency. Such experiments, being of long 
duration, become monotonous, and psychological difficulties 
complicate the issue. Further, children and pregnant and 
nursing women cannot be subjected to such tests. 


In the present state of. our knowledge I believe that itis 
much safer to view our allowances in terms of the dietary 
habits of the best-nourished section of the community and 
to pay particular regard to the proportion of the. total 
calories derived from protein. This gives us a measure of 
protein allowance which is safe. It may be regarded a 
providing too much protein at higher levels of energy 
intake, but, as the protein intake naturally rises pari pasu 
with the calorie intake, it would in any event be extremely 
difficult to alter natural selection. 

There is evidence that the physique of children is improv- 
ing—Tuxford (1942) has had to alter his index of nutrition 
in the course of a quarter of a century ; therefore, by basing 
protein intake on energy expenditure for age rather tha 
directly on age, changing levels of intake are safeguarded. 

On the basis of their study of children from 1 to 17 years 
whose restriction in food selection was at a minimum, 
Holt and Fales (1921, 1922) found that protein averaged 
15% of the calories. Gephart’s (1917) investigation of 
adolescent boys in a private school in America indicated that 
14% of the calories were derived from protein. Wait and 


Roberts (1933) obtained a value of 12.4% for adolescent) 


girls living in institutions in the same country. Polteva etal. 
(1935) found that in Russia the corresponding level was 
13%. 

Widdowson (1947), from her study of the individual diets 


of children—largely “‘ middle-class *"—found that one of the 


most constant features of the diets was the constancy 0 
the percentage of the total calories derived from proteil 
by children of various ages. The average levels for each 
age group fell within the range of 11 to 14%. 
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With regard to infancy, little can be said with confidence 
except that during the suckling period, when growth is most 
active and when presumably a perfect mixture of proteins 
is being consumed, the percentage of the total calories 
derived from protein ranges from 6 to 9%, according to 
the analyses quoted by the different authorities concerned. 
Adding 50% to the 9% gives 13.5%, which might safely 
cover the requirements of the weaning period and the next 
12 months. Cows’ milk has some 20% of the calories 


present as protein. 


It should be noted that during the current period of sugar » 


and fat restriction the percentage of calories derived from 
protein occupies a slightly greater proportion of the calories 
than was the case in more normal times. It is in the region 
of 12 to 14%. 

It is suggested that an investigation is necessary to deter- 
mine the level of calorie requirements by ages from 0 to 
21 years based on the smoothed-out curves of the best 
data available for the best-nourished section of the child 
and adolescent population (Widdowson’s might well serve 
as a basis unless some better data are available), and then 
to calculate the corresponding allowances for protein 
as described in the foregoing paragraphs. Similarly the 
various categories of adults can be treated, probably 


placing pregnant women during the latter half of pregnancy — 


and nursing mothers at the upper end of the range. 


Protein Deficiency 

If the diet is insufficient in energy value, and if energy ex- 
penditure is not reduced, proteins which would have been 
available for growth, maintenance, or reproductive func- 
tions may be deflected to meet the energy demands. After 
the first day or two of starvation some 13% of the calories 
expended by the body are derived from protein, the rest 
from fat. The addition of carbohydrate or fat spares this 
wastage of body nitrogen which occurs on diets that are 
inadequate in energy. When carbohydrate or fat in excess 
of energy requirement is added to a normal diet a con- 
siderable storing of nitrogen and sulphur takes place 
(Cuthbertson and Munro, 1937). How long this goes on 
is uncertain and may depend on the: body’s facility to 
raise its metabolic rate. This may well be a highly 
individual characteristic and account for differences in 
energy intake by persons of apparently similar build. 

At one time it was thought that the proteins could wax 
and wane in molecular structure without serious alteration 
in property, but it is now known that the large number of 
different proteins found in the body remain true to type, 
and that while alterations in the quantity and quality of 
protein in the diet or fluctuations in its energy value do not 
apparently induce the body to form imperfect or unusual 
proteins they may influence the total or relative amounts of 
the different proteins in the tissues or tissue fluids. But this 
does not mean that the proteins, even of the fabric of the 
body, are in a stable state. The work of Schoenheimer 
(1942) and his collaborators (Heidelberger et al., 1942) has 
demonstrated that this apparent stability is in reality a 
dynamic equilibrium in which the proteins are participants 
in a constantly changing metabolic mixture and in which 
carbohydrates, fats, and other compounds take part. 

For a long time it was thought that there was a store of 
protein in the body like that of fat in adipose tissue, but 
the search revealed only some waxing and waning in liver 
cytoplasm. The easily lost fraction of liver cytoplasm has 
been called “labile liver cytoplasm” in contrast to the 
“remaining liver cytoplasm” (Kosterlitz and Campbell, 
1945-6). The view is now held that the body has the 
capacity to lose and replenish again its protein content by 
the increase or decrease of the existing and characteristic 
Protein components of these tissues, The observations of 


Upadhyay (1944) have shown that an intake of protein 
sufficient to prevent anaemia in the non-pregnant woman 
may be insufficient when she is pregnant. Due account 
must be taken of the haemodilution of pregnancy. 

In general it may be said that from the dietetic stand- 
point deficiency of protein intake is generally coupled with 
a deficiency in calories. Evidence of these combined 
deficiencies were found only too often in the prisoners of 
war and political prisoners in the hands of our enemies in 
Europe and the Far East. The investigations of Keys and 
his collaborators (1946) on normal men subjected to a 
profound restriction in calorie intake has added consider- 
ably to our knowledge. 

Vaughan, Dent, and Pitt-Rivers (1945) found that the 
best vehicle for administering protein to starving subjects 
was skim-milk rather than a hydrolysate of casein, but that 
occasionally it might be necessary to give intact protein by 
vein as plasma or serum. 

Jorpes, Magnusson, and Wretlind (1946) seem satisfied 
that an enzymic hydrolysate of casein fed as a supplement. 
to breast milk produces an accelerated weight gain over 
breast milk alone. Loehle (1946) advocates the value of 
human plasma by mouth as the sole nutrient for the first 
day of life for premature infants and of plasma in addition 
to other foods thereafter. 

Four types of diet for babies have been tested out by 
Albanese et al. (1947)—namely, an evaporated milk mix- 
ture, a mixture based on an enzymic digest of casein, a 
similar digest of lactalbumin, and an acid digest of casein 
supplemented with tryptophan and cystine. The retention 
of nitrogen and the weight gain of the infants while on the 
acid digest of casein mixture were respectively about 30 
and 50% lower than those obtained when the same sub- 
jects were given synthetic diets based on enzymic digests of 
casein or lactalbumin. The biological value of the enzymic 
digests was about the same as the evaporated-milk mix- 
ture. It is thought that the acid digest of the casein lacks 
certain peptide-like substances (“ strepogenin ”’). 


Plasma Proteins 

Oedema is a frequent concomitant of a diet low in 
calories which thus causes a relative or absolute deficiency 
of protein. Keys et al. (1946) produced it experimentally 
in 34 normal men who lost a quarter of their body weight 
while subsisting for six months on a European type of 
semi-starvation diet consisting of whole cereals, potatoes, 
turnips, etc., providing an average of 49 g. of protein daily. 


‘Pitting oedema appeared within two months in some of 


the men and eventually in all but a few. The ratio of 
extracellular water to cellular water was doubled. It is of 
interest to note that this development of oedema was 
accompanied by only a slight decline in plasma protein 
concentration, averaging 0.73 g. per 100 ml. Meanwhile 
the venous pressure had fallen to some 50% below normal. 
The evidence seems to indicate that it is not simply a result 
of hypoproteinaemia or of renal or cardiac abnormality. It 
should be noted that the hypoproteinaemia only pre- 
disposes to oedema, and that where dehydration is super- 
imposed it may not be seen until treatment with fluid 
begins. 

Anorexia is a potential and sometimes direct cause of 
insufficient food intake. It is well known that when there 
is a deficiency of an essential amino-acid in the diet of 
experimental animals anorexia often ensues. Diarrhoea or 
undue intestinal hurry may be a cause of impaired absorp- 
tion of amino-acids. Experience at Belsen concentration 
camp indicated that hydrolysed protein passed largely 
unabsorbed through the guts of many of the inmates, 

The work of Whipple (1942) has emphasized the part 
played by the plasma proteins in relation to protein 
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metabolism, and recent experiments have shown that in 
experimental dietary deficiency some 30 g. of albumin are 
retained for each 1 g. of albumin in the circulation. This 
dynamic equilibrium between plasma protein and tissue 
protein means that a fall in plasma albumin concentration 
of 1 g. per 100 ml. implies a loss of protein of over 1 kg. 
In terms of actual muscle this is equivalent to 4 kg. In 
pregnancy, but more particularly in lactation, there is an 
increased demand for protein which must be met by an 
increased intake of food. The development of the mam- 
mary gland and its ability to secrete milk is determined by 
the food intake during the period of mammary development. 
This my colleagues have shown to occur in sheep. The 
effects of deficient intake of food during the latter half of 
pregnancy increased the number of neonatal deaths, and 
deficient lactation caused many deaths within the first 72 
hours after parturition, especially in the case of,twin lambs. 

Not all proteins appear to be equally useful in the 
maintenance of a normal level of protein in the plasma 
(Madden and Whipple, 1940; Whipple, 1942). Per 
unit of protein fed, beef serum will favour the production 
of three times as much plasma protein as beef heart, and 
more than five times as much as beef stomach; there is 
thus a qualitative as well as a quantitative aspect to the 
influence of animal proteins. Casein and lactalbumin have 
also high potencies. Animal protein is twice as effective 
as vegetable protein in combating oedema and hypo- 
proteinaemia. Under certain conditions sulphur-containing 
amino-acids occupy a key position in the synthetic process 
(Whipple, 1942 ; Himsworth, 1946). 

The evidence points to the liver as being of primary im- 
portance in the production of plasma proteins, although 
some globulins may be produced elsewhere. The associa- 
tion of hyperglobulinaemia with proliferation of the 
reticulo-endothelial system suggests that certain of the 
globulins of the plasma may possibly arise in that tissue. 

Factors adversely affecting protein nutrition, such as 
direct or indirect starvation, haemorrhage, etc., lead to a 
fall in the plasma albumin while the plasma globulin is but 
little affected. These changes may affect the plasma pro- 
teins of the foetus, as my colleagues have found in the case 
of the sheep. The relatively small size of the albumin 
molecule permits leakage in conditions of increased 
permeability—e.g., inflammation. Albumin is apparently 
synthesized more slowly than globulin, and mild damage 
to the liver seems to affect its formation. Where the 
protein intake is satisfactory and yet there is a fall of 
‘albumin due to deficient formation or loss from the circu- 
lation there may occur a slow, apparently compensatory 
rise in the globulin, probably to offset the lowered osmotic 
pressure due to the plasma protein. 


Haemoglobin 

Hahn and Whipple (1939) have clearly demonstrated that 
by limiting the protein intake in anaemia haemoglobin 
production can be reduced. When the erythrocytes dis- 
integrate, much of the globin is saved and is probably used 
again to form a new haemoglobin or to supply some other 
protein needs of the body. Infection and to some extent 
nephritis in its later stages (Whipple, 1942) modify haemo- 
globin production. Robscheit-Robbins, Madden, Rowe, 
Turner, and Whipple (1940) have found that in dogs given 
an abundant supply of iron, but fed to maintain a blood 
level of about one-third normal, two to three times as 
much haemoglobin was produced as plasma protein even 
when the stimulus was apparently maximal. 


Protein Regeneration following Partial Starvation 


The pattern of recovery of the blood proteins following 
extreme protein insufficiency has been described by 


a 
Rossiter (1946). In his study of Indian prisoners of war 
had a normochromic macrocytic anaemia at the time of theig 
liberation he found a reduced serum protein Concentration 
coupled with their reduced body weight, the former being 
almost entirely confined to’ the albumin fraction of the 
plasma proteins. There was also a reduction in the total 
circulating haemoglobin as well as in the total circulating 
plasma protein. When these ex-prisoners of war were 
given a diet rich in calories, protein, and vitamins the 
above factors returned to normal according to a definite 
pattern. The first stage, lasting up to four weeks, was 
characterized by a rapid rise in plasma volume to norma| 
and the disappearance of oedema. The improvement jp 
the haemoglobin and haematocrit reading was not so rapid, 
but the red cells quickly became less macrocytic. The totaj 
circulating plasma protein increased, but because of the 
rapid rise in plasma volume the plasma protein concentra. 
tion changed but little. More albumin was formed than 
globulin. 

The second stage (2 to 12 weeks) was characterized bya 
rise in plasma volume to well above normal. There was 
also a rapid increase in body weight and in total circulg. 
ting haemoglobin and plasma proteins. The total circulg. 
ting albumin increased more rapidly than the globulin, but 
the latter did eventually reach figures in excess of normal, 
The third phase (8 to 16 weeks) was marked by a return to 
normal values. 

Immunity 


The evidence is fairly conclusive that antibody properties 
are associated with specific modifications of the globulin 
molecule, but the definition of the relation between plane 
of protein nutrition and antibody response is by no means as 
clear as some workers would make out. Antibody produc- 
tion during active immunization appears to be a continuous 
process of production and shares in “ labelled ” N° which 
has been added to the diet. On the other hand, passive 
antibody formation during passive immunity seems to have 
little relation to dietary nitrogen (Heidelberger et al., 1942). 
How far antibody formation is affected by competition for 
available amino-acids in conditions of protein under- 
nutrition is not quite clear. It would appear that in animal 
experiments severe hypoproteinaemia is coupled with a loss 
of ability to produce antibodies of several kinds (for review 
see Cannon, 1944), but in man conditions seldom develop 
which cause a pronounced reduction in the level of globulin 
in the blood. 

My colleagues, Dr. J. W. Howie and Dr. E. I. McDougall, 
have confirmed in the sheep that there is a direct correlation 
between the rapid decrease in globulin level and antibody 
titre in ewes’ colostrum in the first few days after 
lambing, and that. there is a correlation between the ab- 
sorption of globulin and antibody ingestion of colostrum 
by the newborn lamb—a specialized phenomenon which 


has no parallel in later life. They have further found that’ 


the proteinuria of the newborn lamb after ingestion of 
colostrum is essentially globulin, and it retains the specific 
antibody properties of that developed in the mother in 
response to the particular antibody used. 


Convalescence 


Convalescence is the recovery of health and strength 
after illness. The illness may have been of sudden or 
insidious onset ; it may have been the result of infection, 
abnormal metabolism or growth, or trauma ; it may afflict 
the healthy, or it may supervene when the individual is 
poorly nourished. 

On the surgical side protein depletion may also result 
from conditions affecting the ability to ingest, digest, and 


absorb sufficient food, and it may also occur as the result 
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a 
of disuse atrophy, infection, and as a consequence of 
trauma, which includes surgical operations, fractures, dis- 
jocations, and burns. One, if not the main, problem of 
convalescence is the restitution of tissue loss. On the medi- 
cal side protein deficiency may result from impaired diges- 
tion and absorption, excessive catabolism in fever, impaired 

thesis in liver disease, and loss in certain types of 
nephritis, ascites, and haemorrhage. Reference will now be 
made to a few out of many clinical states. No reference 
will be made to liver diseases in relation to protein intake, as 
Dr. Glynn will deal with this aspect. 


Trauma 
The protein depletion which follows moderate to severe 
injury is due essentially to two or more of five main 
causes : (a) loss of actual tissue; (b) loss of blood or 
exudate from the damaged area ; (c) loss due to excessive 


sequent surgical manipulations ; (d) loss due to infection if 
that is superimposed ; and (e) disuse or reflex atrophy 
(Cuthbertson, 1947) 

During the period of traumatic shock there is a pro- 
nounced reduction in anabolism and catabolism. This 
then gives way to what seems to be a generalized catabolic 
phase coupled with local anabolic activity at the zone of 
healing. In injuries such as fractures, dislocations, and 
even meniscectomies the protein loss is generally due to two 
factors: atrophy, and excessive catabolism of body protein 
(Cuthbertson, 1932 ; Beattie, 1947). Of these two factors 
the excessive catabolism of protein, which reaches a maxi- 
mum usually between the fourth and eighth day in injuries 
due to direct violence, constitutes the major cause of protein 
depletion. Following the peak of nitrogen loss there is a 
gradual decline, though subsequent surgical procedures 
may cause further disturbance. Even after a month there 
may still be a slight negative nitrogen balance, but 
normally there is a slow merging into a general anabolic 
phase (Schenker, Stevenson, and Browne, 1946). In burns 
all five causes generally operate to produce a considerable 
loss of body nitrogen. In man the negative nitrogen 
balance in the first ten days after a fracture of the leg may 
amount to a loss of as much as some 856 g. of protein, or 
8% of the total body protein (Cuthbertson, 1932). This is 
some three to four times the total protein content of the 
liver. Although it would appear that this organ cannot 
be the source of the material catabolized, nevertheless 
it may play a vital part in the catabolic path of material 
supplied to it from other tissues. Occasionally this 
catabolic phase is not seen or occurs only to a small 
extent. 
Disuse atrophy, though a contributory factor, does not 
provide an adequate explanation (Cuthbertson, 1929; 
Keys, 1944). The increased catabolic processes are more 
general than local, and seem to be conditioned by a reflex 
mechanism which leads either to the raiding of the body 
protein reserves in order to supply endogenously the neces- 
sary substrate of amino-acids or peptide groups for the 
teparative process or to a mobilization of oxidizable 
material for the enhanced metabolism of the healing pro- 
cess. The fact that there is a parallel rise in the excretion 
of nitrogen and sulphur, at least in fracture cases, suggests 
that there is not a preferential retention of the sulphur- 
containing amino-acids. It has been suggested that the 
teflex exists in order to render the healing process inde- 
pendent of food supply (Cuthbertson, 1932). The so-called 

toxic destruction of protein ” in fever may be explained in 
this teleological fashion. Wild animals when ill or wounded 
seek security in hiding until they recover or die. The 
imate reparative processes must operate irrespective of an 
exogenous supply of energy or repair material. 





protein catabolism which normally follows injury and sub-° 


When an animal has been depieted of its protein reserves 
no increase in the rate of loss of body protein occurs on 
fracture (Munro and Cuthbertson, 1943). Madden and 
Clay (1945) have shown somewhat the same effect in acute 
sterile inflammation. The greater the proportion of protein 
in the diet before and after injury, the greater the nitrogen 
loss (Munro and Chalmers, 1945). Browne et al. (1945) 
have also noted the apparent absence of a catabolic 
response after operation or injury in persons in a poor 
nutritional state at the time of injury. 

Attempts have been made to stem the catabolic loss of 
protein by (a) substantial increases in the energy and/or 
protein value of the diet, or (b) by administration of 
amino-acids singly (e.g., methionine), as mixtures, or as 
hydrolysates given intravenously. The evidence is now 
weighted against methionine having an effect in diminish- 
ing the negative nitrogen balance in burns where the pre- 
vious diet is not deficient in methionine but yet the loss of 
cystine is quite considerable (Gribble, Peters, and Wakelin, 
1947; Sellers and Best, 1947; Meyer, Hirshfeld, and 
Abbot, 1947). Emerson and Binkley (1946) have reported 
a retention of nitrogen in a few cases in which the ten 
amino-acids which are essential for the growth of the rat 
were given intravenously. An increase in the protein con- 
tent of the diet did not apparently have a similar effect. 
But much more evidence is needed, and I am doubtful if 
there is any real merit in such lines of parenteral therapy 
when the patient’s ability to ingest and absorb normal 
dietary proteins is not impaired. 


Pre-operative Treatment 

Despite substantial increases in the intake of abundant 
protein-rich food by patients with moderate or serious in- 
juries it was found that a negative nitrogen balance 
generally, but not always, exists at the height of the cata- 
bolic period (Cuthbertson, 1936). A similar situation has 
been reported in acute infections (Peters, 1944). I con- 
sider that there is no special need to worry unduly about 
the loss of nitrogen following injury in the previously well- 
nourished patient; its measure is rather a measure of 
the nutritive state of the organism in respect of protein. 
Where, however, the patient is debilitated before operation 
it is considered that the ingestion of a diet adequate in 
protein should be instituted before the operation, for this 
realimentation is as effective or more effective pre- 
operatively than corresponding increments made available 
in the post-traumatic phase, because a condition of nutri- 
tional imbalance is usually present in the latter state. 

Satisfactory nutritional preparation will undoubtedly 
extend the benefits of surgery to a group of patients who 
in the past have often been denied surgery on the basis that 
they were too poor a risk. Wherever possible the pre- 
operative steps should involve not only restoration of the 
water and electrolyte equilibrium but so far as is possible 
a high-protein high-carbohydrate diet fed, where necessary, 
by tubal methods. Skim-milk powder has been shown to 
have many advantages as the principal source of protein in 
the pre-operative diet of cases in which there is difficulty in 
management. Varco (1946) has described a regime for the 
pre-operative treatment of patients classified as “poor 
risks.” Diet 1 consisted of 160 g. of protein, 407 g. of 
carbohydrate, 18 g. of fat (2,426 calories, 1.6 calories per 
ml. of fluid diet) ; diet 2 consisted of 120 g. of protein, 409 
g. of carbohydrate, 37 g. of fat (2,446 calories, 1.6 calories 
per ml.). This was a less tasty diet rendered suitable for 
feeding by a nasal tube. 

In non-obstructive cases there is presumably adequate 
enzymic activity without having recourse to predigestion 
measures. The diets of Varco have applications to 
the treatment of cases with neoplasms of the colon, 


Sa eli eee eS eS REE RE a 








one 


a Ce 














et oye 








736 Oct. 23, 1948 


SIGNIFICANCE OF PROTEINS IN NUTRITION 


: 
f 
; 2b 


MEDICAL Tovtiiad 





sigmoid, and rectum and of patients with burns. Varco 
has suggested that when the loss in body weight is at least 
5 to 10%, three to five days of proper treatment are 
sufficient. When the loss approaches 20%, 10 to 12 days of 
proper feeding are necessary, and three weeks are necessary 
when the loss approximates 25 to 30%. 

A more recent prescription by Varco (1947) for a high- 
protein, high-calorie diet is made up of six whole eggs, 
two egg whites, 4 oz. of skim-milk powder, 300 g. of lactose 
or cane sugar, 1,000 g. of skim-milk, and 5 gr. (0.32 g.) of 
salt, and is estimated to provide 2,446 calories and 120 g. 
of protein in 1,500 ml. When this is the sole diet Varco 
recommends about 3 litres, equivalent to 4,900 calories. 
This recent line of treatment is very suggestive, although it 
does not yet provide concrete proof that such measures of 
nutritional readjustment can yield a margin of safety for 
the patient requiring surgery in spite of previous and co- 
existing deleterious influences on metabolic processes. The 
clinical evidence in support of this thesis is certainly worthy 
of consideration and confirmatory trial. 

There is no doubt that too much stress has been placed 
on forced feeding of surgical cases. Those who have had 
clinical experience of burns know that it is almost impos- 
sible to force-feed patients during the first few days after 
injury, when fluid and electrolyte balances are becoming 
adjusted and the illness is at its height. 

I have on many occasions stressed the limitations in the 
use of protein hydrolysate and would deplore much un- 
sound physiology shown by many workers in this field of 
therapeutics who give the hydrolysate by mouth even 
when the patient can adequately hydrolyse intact protein. 
Although Cox and Mueller (1939), Elman and Weiner 
(1939), and many other later observers have recorded a 
measure of success with intravenous alimentation by pro- 
tein hydrolysates and glucose, some using it as a means of 
total feeding, these preparations nevertheless possess some 
very distinct limitations owing to the large volumes which 
have to be given and the time taken—90 g. of protein takes 
eight to nine hours and a volume of 2,500 ml. (Elman, 
1943)—the febrile reactions, nausea, and vomiting which 
may occur, and the thrombophlebitis which often results 
through prolonged intravenous treatment. Plasma and 
glucose are safer fluids. An extensive study of a mixture 
of the ten essential amino-acids and glycine as an 8% 
solution has been made by Spence, Evans, and Forbes 
(1946), but the end-result is somewhat equivocal. Six- 
molar sodium lactate was given separately to provide a 

‘base when the amino-acids were given intraveriously. 

Subsequent operative procedures may accentuate the 
degree of negative balance, as the metabolizable material 
required for the processes of repair may necessitate a fur- 
ther breakdown of protein. This latter response is known 
to be conditioned by the nutritive state of the organism. 

I consider that the immediate phase of protein cata- 
bolism is related to the healing process and should not be 
interfered with. There is little point in trying to supply 
the patient with food in excess of that which appetite 
dictates. In severe injuries involving prolonged conva- 
lescence every reasonable step should be taken to maintain, 
if not to extend, the patient’s intake so as to make good the 
tissue losses. A diet of high energy and high protein con- 
tent is required. An intake of 150 g. of protein a day is 
often desirable. The amount of protein which is lost in 
extensive burning can be very great indeed (Cuthbertson, 
1945). 

Fever 


Leaving out of account external causes and certain 


peculiar forms of hyperthermia, fever generally arises from 
an infection or in a milder form as a result of trauma— 


traumatic fever. In both forms the basal metabolism is 
increased. For every degree Fahrenheit rise in tempera. 
ture there is a 7% increase in the basal metabolism. At 
the height of the fever appetite fails and the energy 
required comes from a utilization of the tissues. In adqi. 
tion to a loss of fat, an increased excretion of nitro 

sulphur, and potassium occurs, indicating an actual break. 
down of tissue material. The situation is rather analogoys 
to starvation, where some 13% of the energy expended 
comes from protein and the remainder from fat, The 
destruction of protein is apparently due neither to the 
raised metabolism nor to the fever, for the protein break. 
down in fever is greater than in normal subjects whose 





metabolism has been elevated to the same degree by exer. 
cise (Kocher, 1914) and is not induced by external sources 
of hyperthermia (Graham and Poulton, 1912-13). The 
hyperthermia in traumatic fever is generally very slight 
unless there is infection. 

In acute febrile illnesses—e.g., pneumonia—the outcome 
is generally a matter of a few days, and the diet should 
be such as to save the patient from undue exertion, 
There is usually no need to worry about the actual amount | 
of food eaten. It is sufficient to provide small and frequent 
feeds of milk or milk plus egg, sweetened fruit juice, and, 
later, light cereal dishes. Nevertheless, in the acute phase of 
certain infectious conditions, even although there is eyj- 
dence of a catabolic phase, unless it can be shown that 
generous diets are injurious, efforts to feed such patients 
should not be abandoned. 

In long-continued fever—e.g., typhoid fever—it is neces- 
sary to prevent undue loss of body tissue, and for this 
purpose the diet should have as high an energy and 
protein value as possible without causing ill effects. The 
aim is to try to secure an intake about 50% above the 
normal maintenance intake. A _high-carbohydrate diet 
has a protein-sparing effect, and it should be given in a 
readily digestible form—large meals being avoided. The 
protein intake should be such as to offset the catabolic loss 
of t’ssue protein which takes place part:cularly during the 
height of the fever. It should be noted that it is generally 
impossible to establish nitrogen equilibrium at this stage. 
Small semi-solid or fluid meals every two to three hours is 
a good regime. The protein required is readily obtained 
if two pints (1.14 litres) of milk are used daily. As the 
patient improves, the diet is modified by the addition of 
toast or bread with butter or margarine, milk puddings, 
custards, stewed or fresh fruit, chicken, rabbit, and fish. 
During convalescence it is wise not to push the patient to 
take quantities of food beyond his normal capacity. 
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Diseases of the Kidney 


Apart from rest in bed and protection from cold, 
dietetic measures constitute the most important part of 
treatment in acute nephritis. In subacute and chronic 
nephritis with oedema, massive proteinuria, and hypopro- 
teinaemia, a properly constructed diet is of both sympto- 
matic and general value. In chronic nephritis without 
oedema but with failure in renal concentrating power there 
is much less satisfactory evidence that dietetic treatment 
will delay to any considerable degree the final onset of 
uraemia. For this reason, and because of the chronicity of 
the disease, it is unwise to insist on premature or too rigid 
dietetic restrictions which may depress the patient and 
impair his strength without appreciably improving his 
primary lesion (Davidson and Anderson, 1947). 

The aims in treating nephritis by dietary means are: 
(1) to spare the diseased kidneys—particularly in acute 
nephritis ; (2) to prevent uraemia—i.e., the accumulation of 
waste products ; (3) to prevent oedema, which is caused by 
retention of water and salts ; and (4) to maintain nutrition. 
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Apart from acuie or subacute nephritis, or in states of 


renal insufficiency with marked nitrogen retention, the 
protein intake should be maintained at normal levels. 
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BRONCHIAL CARCINOMA* 


BY 


R. C. BROCK, MLS., F.R.CS. 


Thoracic Surgeon to Guy’s Hospital ; Surgeon to the 
Brompton Hospital 


The surgical treatment of bronchial carcinoma is now fully 
established and is generally accepted as the most desirable 
treatment of this condition at our disposal. Indeed, the 
success of surgery has placed bronchial carcinoma among 
the curable diseases, in marked contrast to the position 
it held a few years ago, when its diagnosis was synonymous 
with a death sentence. At the same time it is still a terrible 
disease with a high mortality, and we must remember that 
Speration is possible in only a minority of cases. Further- 


* more, the importance of the problem it presents can be 


realized when it is stated that it occurs nearly as often as 
carcinoma of the stomach and of the colon. 

With the establishment of the successful surgical treat- 
ment of bronchial carcinoma it becomes more and more 
imperative that the disease should be recognized at an early 
date so that the patient can be referred to the surgeon while 
operation is still possible. The operative technique is now 
largely standard, and although there will doubtless be 
further improvements, notably in regard to a more radical 
operation, the surgeon’s place in treatment is now largely 
defined. He is, however, powerless to effect a cure unless 
he receives patients suitable for operation ; it is impossible 
for him to save the advanced case. It follows, therefore, 
that the most important task in the management of this 
terrible disease lies not so much with the surgeon as with 
the general practitioner and the consultant physician, who 
are usually the first to see these patients. Although the 
ultimate act of treatment is in the surgeon’s hands, the 
greatest responsibility and the greatest chance of saving 
the patient’s life unquestionably lie in the hands of the 
earlier medical attendants. 

I have often thought, when contemplating a patient 
successfully operated upon, that his life has been saved ‘ 
not so much by surgery as by the doctor who first made 
the diagnosis and who directed him to a surgeon. For this 
reason I will give a simple presentation of the leading 
clinical features of the disease, and especially the early 
symptoms and signs; the part that surgery plays is 
described chiefly to emphasize the need for early diagnosis. 


Clinical Features of Bronchial Carcinoma 


Bronchial carcinoma varies considerably in its pathology, 
in its clinical manifestations, and in the duration of the 
illness it causes. Occasionally one sees patients who have 
lived several years with the disease, more particularly 
elderly patients with a slowly growing squamous-celled 
growth. These are the exception, and it must be remembered 
that the average expectation of life from the time the 
patient first consults his doctor is no more than six months ; 
therefore it is useless to spend three to four months 
making a diagnosis and to expect the disease to be still 
in a curable phase. This is especially true in the case of . 
patients below the age of 50. It is almost a truism to-day 
to plead for early diagnosis in cases of cancer, but the 
urgency justifies the emphasis. 

The most important step in making a diagnosis of any 
disease is to think of it. So often the patient with a 
cancer of the lung has been observed or treated empirically 





*Read in opening a discussion in the Section of Diseases of the 
Chest at the Annual Meeting of the British Medical Association, 
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during the critical early months of his illness, and no 
thought has been given to the possibility of malignant 
disease. This is much more likely to happen in a lung 
case than in an abdominal one ; carcinoma of the stomach 
and colon have been described and taught to students for 
many generations. Carcinoma of the lung is a comparative 
newcomer ; 25 years ago it was a rare disease and no great 
emphasis was laid upon its manifestations. Doctors who 
trained 20 or more years ago, therefore, were not brought 
up to be so “ cancer-of-the-lung minded” as are students 
of to-day. 

The approach to the diagnosis of carcinoma of the lung 
should be the same as for carcinoma of any other organ— 


that is, in a patient of cancer age any departure from ° 


normality may lead to suspicion of malignant disease. 
Apparently trivial symptoms arising in the stomach, colon, 
or rectum may well indicate malignancy, and in the same 
way the insidious onset of the symptoms of bronchial 
carcinoma constitutes its greatest menace. 

By far the most common and significant early symptom 
is cough ; this is often dry arid unproductive and is equally 
often dismissed as “smoker’s cough” or explained in a 
similar way. Pain and dyspnoea may occur, and pain is 
often the symptom that will first cause the patient to seek 
advice. It may be pleuritic in character ; it may be a dull 
ache or heavy unpleasant sensation. Frank haemoptysis is 
less common than blood-staining or streaking of the sputum, 
and this is another feature that is likely to alarm the patient 
enough for him to seek advice. On the other hand, he may 
ignore slight streaking, but for the doctor this should always 
be a most important feature ; continuous daily or nearly 
daily staining of the sputum is almost diagnostic. 

Next to cough and pain and stained sputum the 
symptoms due to infection form a large and important 
group and usually follow obstruction to a lobar or segmen- 
tal bronchus. The onset is diagnosed either as an attack 
of “influenza” or, if it is more severe, as “ pneumonia.” 
The patient may appear to make a complete recovery and 
then relapse later, or his recovery may be incomplete and 
he complains that he has never been really well since 
his attack of “influenza.” A persistent cough or blood- 
streaking of the sputum may complete the picture. His in- 
complete recovery may lead to a diagnosis of “ unresolved 
pneumonia,” a diagnosis that so often means an over- 
looked empyema or an overlooked growth. 

In many cases it is only when infection behind the growth 
is well established or chronic that wasting, anaemia, and 

‘obvious deterioration of health occur. It is hopeless to 
wait for obvious signs of ill-health before thinking of a 
diagnosis of cancer of the lung. One often hears the 
remark that the patient looks so well that the diagnosis 
seems unlikely. This is definitely the wrong attitude to the 
disease. The diagnosis should be thought of and, if 
possible, confirmed while the patient is still in good health. 


J 


The patient who looks ill at first glance is rarely one for - 


whom anything useful can be done: the hand of death is 
upon him. 

Occasionally, and especially in elderly patients, the first 
symptoms consist solely of a vague deterioration of health, 
loss of weight, loss of strength, and anaemia. Lung 
symptoms may be trivial or even absent, and the lung lesion 
may be recognized only accidentally during radiography of 
the alimentary canal, or if it is specifically looked for. 

Unfortunately, in a number of patients the first symptoms 
may be mortal and due to a metastasis, such as palsy of the 
left recurrent laryngeal nerve, pain due to invasion of the 
brachial plexus, dyspnoea from massive pleural effusion, or 
cerebral or spinal symptoms from a metastasis in the central 
nervous system. 


MEDICAL Journat 
; rE 
Diagnosis 
Physical signs in the chest may be varied or may be 
almost entirely absent. Reliance upon the Stethoscope j 
unsafe ; an early diagnosis can scarcely ever be made With it. 
The only physical signs that are highly suggestive of Malig- 
nant disease are gross dullness not due to fluid and stridor 
due to partial bronchial occlusion. The supraclavicular 





glands should always be carefully palpated ; the axillary | 
glands are less often involved. P 

The - greatest help comes from radiography, and the 
sooner it is realized that by its means alone can most Cases 
be recognized reasonably early the sooner will this dread 
disease become more treatable. The radiographic appear- 
ances may be numerous and obscure, but even if equivocal 
they should lead to further investigation by other means 
In general the next step should be bronchoscopy—broncho. 
grams should not be taken first; they are often incon. 
clusive and redundant. 

In difficult cases in which the diagnosis remains uncop. 
firmed, examination of the sputum for malignant cells by 
Dudgeon’s (1936) wet-film method may prove valuable. 
Barium examination of the oesophagus should be used in 
every case to exclude distortion or narrowing from 
glandular Metastases. 

Finally, thoracotomy may be needed to establish a 
diagnosis ; indeed, it is often the last logical clinical exam. 
ination, not only for diagnosis but in the assessment of 
operability. 


Operability of Bronchial Carcinoma 


Bronchial carcinoma is, unfortunately, still not amenable 
to surgery in more than a small percentage of cases. This 
is for several reasons. Often the disease occurs in the 
elderly or frail; in hospital practice it is unusual to find 
many patients over the age of 60 fit enough to stand a 
pneumonectomy. Again, in many cases, according to some 
observers as high as 40%, the first sign of the disease comes 
from a fatal extension. Mass radiography has led to the’ 
discovery of a few growths in an early and operable phase ; 
it has also emphasized the inherent gravity of the condition | 
in that many growths so discovered are found to be already’ 
beyond cure. Proof that the greatest hope must come from 
alertness and skill in making an earlier diagnosis rests on a 
consideration of analysis of the figures of operability over 
a series of years. Thus my own experience based on all 
cases seen in the years 1941-7 is as follows: 


Total No. of cases seen (1941-7) . 666 
Thoracotomy advised “a 131 

“ accepted 125 
Inoperable at thoracotomy .. ee 
Operable by pneumonectomy 63 }rs 

ao lobectomy 12 F 


The average operability over the whole seven years is 


11%. In the last three years, however, the figures were: 
1945 . 15% 
1946 13% 
1947 21% 


Total No. of cases. 


315 
Operable cases 52 (165%) 


In an earlier survey (Brock, 1943) the operability rate in 4 
series of 224 cases was 8%. 
I think it will be agreed that these figures are distinctly 
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encouraging. A certain amount of the improvement is due 
to technical advances, such as intrapericardial resection, 
which enable growths that would have been inoperable 4 
few years ago to be removed successfully, but in general the 
improvement seems to be due to patients being sent earlier. 
In other words, many of these patients owe their lives not 
so much to the surgeon as to the general practitioner or the 
physician who saw them first. 
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Tudor Edwards ( 1946) found an operability rate of 7%. 
Some surgeons have published figures with a very high 
operability rate—e-.8., Rienhoff (1944), 181 cases, 71 (39%) 
operable—but it is certain that in such series gross selection 
has occurred before the patients reached the surgeon. Even 
though in my own work I see a large number of cases 
without selection I am aware that the overall operability is 
less than that given above. The figures given by the British 
Empire Cancer Campaign (1943) of their investigations 
in 1938, in which the operability was 1.4%, are 
too pessimistic and were almost certainly due to a paucity 
of expert surgical facilities. It is reasonable to state that 
the present operability rate of bronchial carcinoma is about 
15%, and the indications are. that this figure will continue 
to improve for a few years more. 


The Operation 


The surgical treatment of carcinoma of any organ is 
based on a radical removal of the organ together with as 
wide a removal as possible of its associated lymphatic field. 
This has led to the employment of dissection pneumonec- 
tomy as the proper operation for bronchial carcinoma, for 
only in this way can one hope in most cases to remove 
the growth widely together with the lymphatic glands. 
Lobectomy is rarely possible or desirable, and many surgeons 
condemn it out of hand as a wrong operation. I would 
not go so far as this, because I have found that in properly 
selected cases it is still an operation of great value and one 
that can give good results. I still use it in certain elderly 
patients who are suffering from a peripheral or parenchy- 
matous type of growth and in whom the hilum appears 
clear. I have in all used it 15 times in 101 operable cases 
and have been well pleased with the results, which compare 
favourably with those of pneumonectomy (Table I). 


TaB.e I.—Results of Lobectomy 


Died from operation 
Died since operation 
Survived 3 years 
- 18 months 
° under | year 
Alive and well after operation 
Over : years .. ; 


e- 
um 


: 1 year jm 
Under 1 year .. 


leh he hee Del 


* Suicide 


Except for selected cases, however, radical pneumon- 
ectomy must remain the operation of choice. As with all 
operations, one evolves towards a more efficient and more 
radical procedure, and from simple dissection pneumon- 
ectomy we have progressed to intrapericardial pneumon- 
ectomy. If the pericardium is widely opened and that part 
of the sac surrounding the hilar structures is removed 
together with the lung, a much more radical, and often 
much easier, operation is possible. Lately I have extended 
the operation still further to include a complete block 
dissection of all the accessible mediastinal glands from 
the superior thoracic inlet down to and including those in 
and around the main bronchi and continuing down to the 
level of the diaphragm. This glandular removal includes all 
the associated connective tissue in the mediastinum. I have 
called the operation “ block-dissection pneumonectomy.” It 
is just as well tolerated by most patients as the usual simple 
extrapericardial dissection operation. It is of course not 
possible to make a complete removal of all the lymphatic 
field, as the connexions are so widespread and complicated, 
which is one of the reasons for the gravity of bronchial 
carcinoma. Moreover, there is always the peril of a blood- 
borne metastasis having already occurred. Block-dissection 





pneumonectomy is, however, the only logical evolution of 
surgical treatment, and time alone will prove whether it is 





more effective than the less radical operations. I am at 
present engaged in a careful study of the glandular field 
removed at operation to try to correlate the condition of 
this with the ultimate fate of the patient. At present the 
results are based on a mixture of operations starting from 
the very early ones—often done rather falteringly in the 
early days, with a higher mortality and, doubtless as a result 
of the less complete removals done at that time, with a 
correspondingly greater tendency to earlier recurrence. My 
own figures as they stand at present are shown in Table II. 


TABLE II.—Results of Operation 


No. of cases .. eae ia ie a8 se a 101 
Lobectomy we ‘ 15 
_ Pneumonectomy .. ‘4 hs te se 86 
Died from operation .. “ sa ~ ne ie 18 
Died since operation* ae se srs ste 28 
Survived 4 years ‘ 1 
pe up to 3 years ; 
” ” ” 1 
” ” 1} ” 4 
” » Lyear ne aa “ty 6 
a » 6 months re ae 7 12 
Alive and well after operation ous 55 
Over 9 years mete 1 
” 7 ” 3 8 
” 6 ” 2 
ot & a 5 5s ‘6 «s 
a ee es a ie ace es 10 
o 2 w= i aca ie oe me 7 
» 1 year a es “s en os 11 
Under 1 year pa re aa Pat si 19 


.* Three of these patients died from causes other than recurrence; the rest 
died of recurrence of carcinoma either in the chest or elsewhere. 


Considering these figures represent an experience over 
some 15 years, during which approximately 1,000 cases 
of bronchial carcinoma have been seen, they make some- 
what gloomy reading. Nevertheless it is possible to read 
a great deal of hope into them, seeing that without surgery 
scarcely any one of the 55 patients now alive and well 
would have survived ; of the 28 who died since operation 
many obtained great benefit, a number enjoyed a useful 
extra span of life, and in many cases death came in a kinder 
form than would have been the case with the primary 
growth untreated. 

Table III includes the largest groups of figures published 
by other surgeons, with my own series added. 


TABLE III.—Collected Figures of Operative Mortality 


No. of 

cases Deaths 
Edwards (1946) i a. re on . 2 O00} 
Graham (1944) ss oi ne - - WO 2 30%) 
Rienhoff (1944) - = = ne - A BG 
Ochsner, Dixon, and De Bakey (1945) .. .« BS BE 
Clagett and Brindley (1944) - asa -. 4 14 (G2% 
Sellors, Cruickshank, and Billimoria (1947) .. 130 19 (5% 
Brock a eae a ae” ce, 





543 115 (21% 


There remains much room for improvement, and, while 
a part of the responsibility for this must rest with the 
surgeon to better his technique and the efficiency of his 
curative operation, the greater responsibility rests with those 
who: have the task of making the diagnosis or thinking of 
the diagnosis and referring the patient for expert investiga- 
tion and treatment. In this lies the greatest hope of further 
improvement in our results. 
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PRIMARY POST-PARTUM HAEMORRHAGE 
BY 
JAMES B. JOYCE, M.R.C.S., M.R.C.O.G. 
AND 


G. GORDON LENNON, Ch.M., M.R.C.O.G., M.M.S.A. 


(From the Nuffield Department of Obstetrics and Gynaecology, 
University of Oxford) 


“ All women, when the placenta separates, and after it is 
delivered, lose more or less red blood from the quantity 
of half a pound to that of one pound or even two; but 


should it exceed this proportion and continue to flow 


without diminution, the patient is in great danger of her 
life.” 

This description of post-partum haemorrhage was given 
by William Smellie about 200 years ago (circa 1751). Its 
truth is still plain to-day, although we now customarily 
define abnormal haemorrhage as a blood loss that exceeds 
20 oz. (568 ml.). Haemorrhage ranks next to “ toxaemia ” 
and “ accidents of childbirth ” in maternal mortality statis- 
tics ; it is a more important cause of death in childbirth 
than sepsis. 


Present Investigation 


During the period 1938-47, 156 cases of post-partum 
haemorrhage and 56 cases of manual removal of the 
placenta occurred in patients under charge of the Nuffield 
Department of Obstetrics; in addition, a considerable 
number of cases were dealt with by the “ Emergency 
Obstetric Service” in answer to urgent summons by out- 
side practitioners. An analysis of the results is now pre- 
sented ; but in regard to methods of treatment it should 
be noted that during the course of these years a progressive 
improvement took place in blood-transfusion technique, in 
the use of sulphonamides, and particularly in the increasing 
availability of penicillin. 

In the second part of this paper an attempt is made to 
draw up a list of short and clear recommendations regarding 
the conduct of the third stage of labour in domiciliary 
practice. 


PART I 
Analysis of 156 Cases of Post-partum Haemorrhage 


Parity—Primiparae numbered 94, multiparae 62. 

Type of Pregnancy.—Normal pregnancies numbered 100. Of 
the remainder, 22 showed some form of pre-eclamptic toxaemia, 
mostly mild. There were 4 cases of proved anaemia. Only 
one case of hydramnios was noted. 

Type of Labour—Normal labour occurred in 113 cases ; 
forceps deliveries numbered 27; other obstetric manceuvres, 
such as version, insertion of bag, etc., were performed in 16; 
medical or surgical induction was undertaken in 24. Multiple 
pregnancies numbered 3 and breech deliveries 4. Two patients 
with placenta praevia had post-partum haemorrhage after 
vaginal delivery. 


From these figures it will be noted that neither hydram- 
nios nor multiple pregnancy figured prominently in the 
aetiology of post-partum haemorrhage. This is contrary 
to current teaching. Placenta praevia, another traditional 
cause of post-partum haemorrhage, contributed only two 
cases to the list, probably because patients with major 
degrees of placenta praevia were treated by caesarean 
section, the placenta was removed immediately, and the 
bleeding site was directly controlled. 


<tc 
Length of Labour.—The average length of all the labours} ~ 


was 21} hours, with extremes of 23 hours and 66 ho 
In only 25 cases did labour last more than 30 hours, ne, 


Amount of Blood Lost.—The blood loss before ang after 























delivery of the placenta, estimated by the obstetrician 9, ‘ 
midwife, averaged 35 oz. (990 ml.). As many pation Ca 
suffered from blood loss before as after delivery of the 
placenta. ; 
Methods of Delivery of the Placenta 
tii e| 
Avera; : t 
No. of Thi rd Stage 
Expulsion by fundal P ion 105 i 
| rane —. ; ~ wi 27 Fe — 
Credé’s expression... ai gg 23 ® « 
Retained placenta (found post mortem) .. 1 . 
Total 156 = ae * 
ret 


Credé’s Expression.—Although Credé’s method of expres. 
sion was used in a relatively small proportion of all Cases ] 
developing post-partum haemorrhage, the reverse of the 


picture—i.e., cases in which Credé’s method was used with. “9 
out associated post-partum haemorrhage—is not recorded. Co 
No fair conclusion can therefore be drawn regarding the mu 
part played by this manceuvre in causing or Preventing| wit 
haemorrhage or shock. rai 

Blood Transfusions.—The total number of transfusions; inf 


was 38. 
(1.4 litres). 


Time of Administration of Oxytocic Drugs.—In 113 cases 
an oxytocic drug was given after delivery of the placenta, 
In a small minority of cases (11) an oxytocic drug was 
given before the delivery of the placenta (ergometrine 8, 
“ pituitrin ” 2, “ pitocin” 1). In the remainder the time of 
administration of the drug was unstated, but was pre. 
sumably subsequent to the delivery of the placenta. F 


The average amount transfused was 2 pints I 








Uterine Packs.—In no case was a pack inserted to control]! tion 
haemorrhage in this series. — men 

Puerperal Morbidity—* Notifiable ” pyrexia occurred in} thag 
17 cases. In the majority of cases this was attributed to} 4ttet 
urinary infection ; birth-canal infection with known patho-' evid 
genic organisms occurred in less than one-third of the 
whole. 

Mortality—There were two maternal deaths, giving a Be 
mortality rate of 1.3%. One of the patients who died was uteri 
admitted as an emergency case with a retained placenta ny 
She died before it could be removed. The other died from lacer 
severe pregnancy toxaemia. Be. 
Analysis of 56 Cases of Manual Removal of the Placental) 5.7 

The following table gives details of these cases: but a 

Primigravidae .. .. «2 «38 in ut 
Multiparae a - aa as sie 18 be en 
Spontaneous delivery of foetus dics a 40 

Emergency admissions .. ee oe oe , ae 

** Notifiable ” pyrexia .. ‘on - ad 19 

Mortality .. oe ee oe ° ee 0 As 
: di / ' statec 

Regarding the incidence of “notifiable” pyrexia, thery ...:.. 
was a marked fall subsequent to 1942—only 5 cases out oH 1... 
30. None of the patients received penicillin therapy, so! To 
improvement may be shared by improved blood-transfusiot pores 
technique and improved sulphonamide therapy. Prophyle co 
tic penicillin therapy may further reduce the incidence ¢ “ ed 
morbidity, but was not used in the cases now under revi of the 


A similar low morbidity rate recorded by Sewall al lof the 
Coulton (1946) is attributed by them to the performing ¢ 
manual removal before the patient had become gros 

anaemic and shocked. 
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the labours 
| 66 hours, Emergency Obstetric Service 
ours. The above 56 cases do not include any “ flying squad ” 
€ and after} cases. These are analysed in the following table: 
: ‘mary Post-partum Haemorrhage; Emergency Obstetric 
Y patients) ©45¢ of Primar} Service, 1946-7 
er tic post-partum haemorrhage .. ee 1 
i the ieortene r removal of placenta ‘a 21 
Retention of placenta... - a ae 29 
Manual removal : os - 
pA Manual expression ee os en 
ae Incomplete abortion - ei re 9 
hird Stage Total ma 5st oe 
a Transfusions as ot oe ~ “x 49 
minutes Blood .. “a “s bed ee 45 
Saline .. 4 


It will be noted that out of 60 summonses for primary 
- post-partum haemorrhage 38 were directly connected with 


—] retention of the placenta. 


of expres. Conclusions 


f all cases In the hospital deliveries analysed post-partum haemor- 
'se of the} rhage occurred as often in primigravidae as in multiparae. 
used with-}} j¢ occurred as often after normal as after abnormal labours. 
-Tecorded./ Contrary to the usual teaching, there was no evidence that 
arding the multiparity and hydramnios were prominently associated 
preventing} with post-partum haemorrhage. The puerperal pyrexia 
rate was high after post-partum haemorrhage. Urinary 
ansfusions; infections were the commonest cause of this morbidity. 

S 2. pints In collecting and analysing these case records the opinion 
was formed that (a) manual removal of the placenta is a 
less dangerous procedure now from the point of view of 


| sec sepsis than is generally supposed ; (b) greater use might be 
drug was} made of ergometrine in the control of haemorrhage ; 
metrine gj (c) larger transfusions of blood might reduce morbidity and 
he time of|| shorten convalescence. 

was pre- PART II 

ata. From the point of view of midwife and general practi- 


to controll] tioner we believe there is present need for clear recom- 
mendations regarding the treatment of post-partum haemor- 
rhage. The following intentionally dogmatic statement is an 
attempt to remedy these shortcomings, and is based on the 
evidence presented in Part I. 


ccurred in 
ributed to 
wn patho- 
rd of the . 

Treatment of Primary Post-partum Haemorrhage 


giving 2 Before considering methods directed to the control of 
died was! Uterine haemorrhage we would emphasize that the bleeding 
placenta may on occasion come from perineal, vaginal, or cervical 
died from lacerations. These may require suture. 

Since so many cases of primary post-partum haemorrhage 
occur after normal delivery it must be supposed that the 
management of.the third stage of labour is often mis- 

) —_ handled. The chief requirement is the exercise of patience, 





but an alert eye must be kept for deviations from normality 
in uterine function so that prompt and ordered action may 
be employed when necessary. 


Management of the Third Stage of Labour 
As long ago as 1767 John Harvie (Smellie’s successor) 
ia. them stated, when discussing this subject, “ Nature is to be 
xia, et to be followed and supported, but seldom or 


Be 





3€S " never forced.” 
PY; To wait for 20 to 30 minutes in the expectation that 


aaah natural separation and expulsion of the placenta will take 
idence 0 place is still the best policy, and is the method favoured by 
or Tel the majority of obstetricians. The hand supports the fundus 
wall al } of the uterus throughout. It is not enough to keep a record 
yrming ¢ jf the patient’s pulse and to ignore the abdomen, for the 
e gros uterus may be actively bleeding and the fundus rising 


| because of the retained haemorrhage despite the continu- 
yance of a relatively steady pulse rate. Sometimes the con- 


’ 


dition is overlooked because a lower uterine segment alone 
distends and a contracted uterine body and fundus are 
felt at a high level in the abdomen. 

The signs of placental separation and descent must be 
appreciated and not confused with the onset of post-partum 
haemorrhage. They are the rising of the fundus, the expul- 
sion of a small quantity of blood, and the permanent 
lengthening of the cord. When, after these have occurred, 
the uterus contracts and the abdominal muscles are used, 
the placenta is expelled—aided, if necessary, by downward 
and backward pressure of the attendant’s hand on the 
uterine fundus (Harvie, 1767). 


Treatment by the Midwife 

Before Delivery of the Placenta—(1) Provided that the 
patient’s bladder is empty, the midwife should massage the 
fundus of the uterus to stimulate a contraction ; separation 
and descent of the placenta should then occur. (2) If these 
do not occur and the haemorrhage continues she should 
give 0.5 mg. ergometrine intramuscularly. She should not 
wait until the condition of the woman is grave before giving 
the injection. The time to have prepared this injection is 
just before the birth of the baby— intelligent anticipation. 
After the injection the midwife should again support the 
fundus of the uterus and expel any clots that have col- 
lected meanwhile. (3) The midwife will have sent for medi- 
cal aid at the outset. This action is, of course, required of 
her, but it will obviously not arrest haemorrhage, and much 
time may elapse before the doctor’s arrival. 


After Delivery of the Placenta—{1) Massage of the 
fundus of the uterus (avoiding the region of the ovaries) 
should stimulate uterine contraction and so control bleed- 
ing. In addition, ergometrine 0.5 mg. (if not recently 
administered) should be given by deep intramuscular injec- 
tion. (2) If the haemorrhage is not controlled the uterus 
should be stimulated by bimanual compression. This can 
be made through the abdominal wall if the woman is thin, 
or by a closed fist in the vagina and an open hand on the 
abdominal wall pressing down the posterior wall of the 
uterus if the external method is unsatisfactory. This com- 
pression is difficult to maintain, but may tide over an urgent 
few minutes till medical aid arrives. 


Treatment by the Doctor 

Before Delivery of the Placenta—The initial treatment 
is the same as that recommended for the. midwife. If the 
midwife has not already given ergometrine, the doctor 
should give 0.25 mg. intravenously (Moir, 1947). He 
should be ready to “ squeeze the fundus of the uterus like 
a sponge ” (Stabler, 1947) in an effort to deliver the placenta 
with the strong contraction that almost invariably - takes 
place 45 to 50 seconds after injection of the drug. His 
grip should be firm but not powerful enough to bruise 
the uterus. If he fails to expel the placenta there is no more 
to be done, as there will be a well-contracted uterus and 
also, incidentally, a contraction ring. It will be necessary 
to wait for more than half an hour to let the contraction 
ring relax before removing the placenta manually. It is 
improbable there will meanwhile be any further bleeding, 
and this time can be well spent in resuscitation of the patient 
and transferring her to hospital or making arrangements 
for the manual removal under anaesthesia in her home. 

Instead of giving ergometrine the doctor may elect to 
remove the placenta manually, but, as this will require 
administration of an anaesthetic for most cases, he will find 
ergometrine more immediately available. 

After Delivery of the Placenta——The treatment should be 
that recommended for the midwife except that the doctor 
will give the ergometrine part intravenously and part 
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Mepieat Tovmsas 
ae 
venting the escape of part of the placenta (Fig. 2). jf 
separation of the placenta is accomplished from belo 
upwards (Fig. 2) a fairly large bleeding area js exsenal 
before the contraction ring 
is felt, and as this constric- 
tion is a very much more 
difficult one to overcome, 
and is less accessible than 
the other type (Fig. 1), 
there is unnecessary blood 
loss. It is better first to 





intramuscularly. Few cases will fail to respond to: bimanual 
compression of the uterus, maintained if necessary for 
several minutes. 


Retained Placenta—No Haemorrhage 


We believe that a retained placenta should be removed 
not later than two hours after delivery of the baby (Sheehan, 
1948). In some cases the maternal pulse rate rises although 
there is no haemorrhage. If the third stage is being properly 
managed and the placenta is still retained after one hour, 
arrangements should be made for removing it as soon as 


possible. 


Under general anaesthesia a gentle attempt is 


first made to express the placenta ; if this does not succeed, 
manual removal should be done without further delay. 


Technique of Manual Removal of the Placenta 
After cleansing the vulva the bladder is catheterized. The 


whole hand is introduced into the vagina. 


(Stitches in the 


perineum ought not to have been tied.) The tautened cord 


is palpated and traced upwards. 


It is a guide to (1) the 


contraction ring of the uterus, if present ; (2) the placenta, 


its site and extent (Fig. 1). 


Ss shaped hand. The placenta caesarean section (Lennon, 1947). Possibly the best treat. 
SS \ may already be separated ment is to leave the placenta and to cut the cord off short 
SS and all that is required is in the hope that a fragmentary discharge of the placenta will 
~~ ES its removal. If the placenta take place in the ensuing few weeks (Gemmell, 1947), 
SS “TE... has not separated, however, 
— the hand is withdrawn to Comment on Certain Alternative Treatments 
S / 0 the lower uterine segment Treatment of post-partum haemorrhage’by use of a hot 
—— $ (Fig. 1) and an attempt is intrauterine douche has not been recommended because of 


Commaction 
Rove. branes and uterine wall. ture—a time-consuming task. There is little margin between 
ij Lowen\ The placenta cannot be a douche hot enough to stimulate uterine contraction and 
! separated adequately unless one that will burn the skin. The oxytocic drugs now avail- 
the hand is external to the able are far easier to use and are at least as efficient. 
iii amnion and chorion. Then Packing the uterus is difficult and requires special instru- 


Fic, 1 


The contraction ring may 


require stretching by gentle 
insinuation of the cone- 


made to get between mem- 


we believe it is better to go 
to the highest point of the 


placenta and start separation from above downwards. This 


reach the fundus of the 
uterus and diagnose this 
cornual contraction and 
deal with it. It is in this 
type of case that the hand 
on the abdomen pushing 
the fundus downwards is 
of most value. The whole 
placenta may be within 
this cornual contraction 
ring. (4) There may be no 
line of cleavage between 
placenta and uterine wall. This is the very rare condition 
of placenta accreta. One of us has seen this in a case at 





the difficulty in adjusting the fluid to the correct tempera- 


ments if the pack is to reach the upper as well as the lower 
uterine segments. Packing the vagina is simpler, but is still 
awkward to carry out in domestic practice and tends to 
cause shock ; it may, however, be necessary if bleeding is 


allows the uterus to retract immediately on the sinuses 
opened by the manipulation. Separation is best accom- 
plished by scratching movements of the tips of the fingers 
directed always towards the placenta and never towards 
the uterine wall. The other hand, placed on the abdomen, | 
‘is of great help in pushing the fundus towards the hand 
inside the uterus. After the placenta is completely separated 
it is removed in the palm of the hand, very slowly, to allow 


due to a high vaginal or cervical tear. 

Hysterectomy is obviously not a possibility in domestic 
practice, and in all events should not be required in any 
but the most intractable cases of haemorrhage. 

Posterior pituitary extract has not been advocated for 
two reasons: (1) it may cause shock on its own account, 
resulting in death (Adelman and Lennon, 1941) ; and (2) it 


separation of the remainder of the membranes. 
Immediately on removal the maternal surface of the 
placenta is examined, and if a piece is thought to be miss- 


ing the hand must re-explore. 


But the best chance of 


removing the placenta completely is at the first attempt. 
The ragged placental site may make re-exploration most 
confusing with regard to the recognition of retained frag- 
ments. Ergometrine, 0.25 mg. intravenously and 0.25 mg. 
intramuscularly, is given on completion of the operation. 


Difficulties (1) On introducing the hand the cervix may 
be mistaken for the contraction ring, and vice versa (Fig. 1). 
(2) It appears that on rare occasions the contraction ring 
has been mistaken for the placental edge. Here the thicker 
upper uterine segment joins the thinner lower segment, and 
separation has, in error, been attempted between the two, 


so that the hand is soon in the peritoneal cavity. 


This 


would explain those cases in which manual removal of the 
uterus has been performed instead of manual removal of 


(3) A contraction ring 


is better for midwife or practitioner to know one drug 
(ergometrine) and its uses than to be confused in the use 
of two different oxytocics. 


It will have been noted that the name Credé has not been 
used throughout Part II. This has been a deliberate omission. 
We have had Credé’s own description of his manceuvre (1853, 
1861) translated, and we consider that Harvie, ninety-odd years 
before, gave a much better account of external manual expres- 
sion of the placenta. It is obvious that Credé did not wait for 
natural expulsion of the placenta, but in all cases, immediately 
after delivery, stimulated uterine contraction by manipulations 
through the lower abdominal wall, gripping the total uterus 
from outside with the hand so that his five fingers exerted a 
gentle pressure on all sides of its body and thus expelled the 
placenta. 

Summary 

A review of 156 cases of post-partum haemorrhage and of 
56 cases of manual removal of the placenta is made. 

This analysis includes consideration of type of pregnancy, 
type and length of labour, blood loss, morbidity, and mortality. 


the placenta (Wassenaar, 1947). 


may be situated in the cornual portion of the uterus, pre- The main findings are listed at the end of Part I of this paper. 
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a 
A routine for the conduct of the third stage of labour under 


normal conditions, and when haemorrhage occurs, is outlined. 
The technique of manual removal of the placenta is described 


and illustrated. 
REFERENCES 


Adelman, M. H., and Lennon, B. B. (1941). Amer. J. Obstet. Gynec., 


credé'C. S. F. (1853). Klinische Vortrdge iiber Geburtshiilfe, 1, 
. Berlin. 

set). Mschr. Geburtsh., 17, 274. 

Gemmell, A. A. (1947). J. Obstet. Gynaec. Brit. Emp., 54, 213. 

Harvie, J. (1767). Practical Directions Shewing a Method of Preserv- 
ing the Perineum in Birth and Delivering the Placenta without 
Violence. London. 

Lennon, G. G. (1947}. J. Obstet. Gynaec. Brit. Emp., 54, 830. 

Moir, J.C. (1947). British Medical Journal, 2, 309. 

Sewall, C. W., and Coulton, D. (1946). Amer. J. Obstet. Gynec., 52. 


we H. L. (1948). Lancet, 1, 6. 

Smellie, W. (circa 1751). Treatise on the Theory and Practice of 
Midwifery, edited by A. H. McClintock, 1876, 1, 384. 

Stabler, F. (1947). British Medical Journal, 2, 878. 

Wassenaar, J. J. S. (1947). Ibid., 1, 452. 








A REVIEW OF FEMORAL HERNIAE 


WITH SPECIAL REFERENCE TO THE RECURRENCE 
RATE OF THE LOW OPERATION 


BY 


ANDREW G. BUTTERS, F.R.C.S.Ed. 
Late Surgical Registrar, the Royal Hospital, Sheffieid 


A great deal of attention has recently been centred on the 
various methods available for the repair of inguinal herniae 
and the advantages and disadvantages of the Bassini 
method ; figures have been produced to indicate the appro- 
priate recurrence rates of the various operative procedures 
at present in favour. Comparatively little, however, has 
been said of femoral herniae, and it was thought to be 
well worth while reviewing a series of consecutive cases 
with a view to ascertaining the recurrence rate of the 
so-called low operation. 

In the years 1942 to 1946 inclusive 178 cases of femoral 
hernia were operated upon in one of the surgical units of 
the Royal Hospital, Sheffield: 72 were in men and 106 
in women, thus giving a ratio of 1 to 1.5—a far higher 
incidence in men than is usually accepted. There were 45 
strangulations, or 25% of the total. 

During the same period there were 807 inguinal herniae, 
751 occurring in men and 56 in women, with a total of 
21 strangulations, or 2.7% ; it will thus be seen that in this 
series inguinal herniae were 4.5 times more common than 
femoral, and men were affected 13.4 times more often 
than women. The statement that inguinal herniae are 
more common in women than femoral is not in accordance 
with these figures, for there were only 56 inguinal as com- 
pared with 106 femoral, making the latter almost twice as 
common. (It should be noted that no children under 6 
years of age are included in this survey, as they are admitted 
to the Children’s Hospital.) 

Of the 178 femoral cases, 109 were on the right side and 
69 on the left; thus there would appear to be a greater 
tendency to herniation on the right side. (This was also 
found to be the case with inguinal herniae, the right side 
being affected more often than the left—438 and 369 respec- 
tively.) There were only four bilateral cases, in contra- 
distinction to inguinal herniae, where it is undoubtedly 
much more frequent. The average age was 50 for men 
and 53 for women, and in the whole series the youngest 
was 8 and the oldest 79. As already mentioned, there were 
45 strangulations (25%)—13 in men and 32 in women. 
Thus there is a marked difference between the two sexes, 


the tendency to strangulation in women being almost three 
times as great. The frequency of strangulated femoral 
herniae to inguinal is also striking (25% and 2.6% respec- 
tively), and in the case of inguinal strangulation 76% 
occurred in men. Of the total number of femoral strangu- 
lations 7 were of the Richter type. The average age of 
strangulation was 64 for women and 63 for men ; the over- 
all mortality rate was 6 deaths in 45 cases, or 13.3%. 


Incidence of Recurrence 


Of the total number of cases admitted in the period 
1942-6, 120 were personally examined and closely questioned 
about any disabilities following operation. The technique 
used was the low method of herniorrhaphy, and a careful 
follow-up revealed no recurrence in the 54 male patients, 
though there were four such recurrences in the 66 females, 
thus making an over-all recurrence rate of 3.3%. The 
cases were not selected in any way, and included strangu- 
lated as well as list cases; as previously stated, the ages 
ranged from 8 to 79. One of the recurrences was first 
operated upon in 1920, and at the time of the second opera- 
tion the tissues were in a generally weak condition; but 
this has been counted in the present series, as it is a defi- 
nite recurrence. Five other recurrent cases were success- 
fully operated upon, and routine examination has shown 
no recurrence after periods varying from 2 to 5 years. In 
each of these cases a very definite sac was presented, and 
in four out of the six it did not seem to have been adequately 
removed at the time of the first herniotomy—a finding 
borne out by the fact that recurrence had taken place a 
few months after operation. It is certainly true that the 
most fruitful source of recurrence lies in failure to remove 
the sac adequately, the commonest mistake being to transfix 
the sac too low down and to omit to clean the neck 
thoroughly (a most important step, if indeed not the most 
important step of the whole operation), so that after exci- 
sion of the sac retraction through the femoral canal cannot 
adequately take place, thus leaving the stump of the sac 
in the crural ring, which invites a further pouch of peri- 
toneum to form, with ultimately the development of another 
hernia. 

There appeared to be no increased likelihood of recur- 
rence taking place in the aged as compared with the young, 
nor in relation to heavy work, and strangulated cases were 
no more likely to recur than the non-strangulated. Chronic 
chest conditions, too, seemed to have nio ill effects, and 
one patient who suffered much from a severe and persistent 
cough (as he put it, his cough was so bad it knocked him 
out of bed) was found to be completely sound, so far as 
his hernia was concerned, when examined 2} years after 
operation, at the age of 72. This is in contrast to inguinal 
herniae, where there seems little doubt that recurrence is 
favoured by heavy work, chronic cough, and similar undue 
strain placed upon the abdominal wall and inguinal canal. 

It is of interest to note that 9 inguinal herniae (all in 
men) were discovered on routine follow-up examination 
on the side of the femoral herniotomy, and in every case 
no history could be obtained of an inguinal hernia having 
been present before operation. This is of considerable 
importance, first because patients often, and very natur- 
ally, assume that the femoral hernia has recurred—an 
assumption sometimes shared by their doctor; and 
secondly because it casts some doubt on the statement 
that Lotheissen’s operation, by interfering with the posterior 
wall of the inguinal canal, predisposes to the subsequent 
development of a direct inguinal hernia. In the present 
series of cases no such interference took place, yet 7.5% 
when examined exhibited an inguinal hernia. Presumably 
a certain number must have been present initially and been 
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overlooked, the femoral hernia being the presenting finding, 
whilst others would appear to have developed subsequently : 
it seems reasonable to suppose that a patient who develops 
one form of hernia is more liable to develop another. 
From the practical point of view it is of importance to 
examine carefully the inguinal regions in every case of a 
femoral hernia before confining the operation to the 
femoral canal. It is also of importance to examine recur- 
rent femoral herniae carefully before accepting the fact 
that recurrence has taken place, for in a number of instances 
the femoral herniorrhaphy will be found to be sound, the 
so-called recurrence being inguinal in nature. 


Causation of Femoral Hernia 


It is usually assumed that whereas indirect inguinal 
herniae are certainly congenital in origin, inasmuch as 
there is a pre-existing peritoneal sac, femoral,-on the other 
hand, are probably acquired—that is to say, increased 
abdominal pressure at one time or another pushes out a 
peritoneal pouch through the patent femoral canal and 
so the hernia is produced. With regard, however, to the 
age limits of femoral hernia, the youngest case in this 
present series being 8 (though recently a strangulated 
Richter hernia was observed in a child of 3), such cases 
cannot be regarded as other than congenital in origin. 
If some are undoubtedly congenital the possibility of all 
being so has to be seriously considered—a point of view 
held by Hamilton Russell, who thought that a peritoneal 
diverticulum was present in the femoral canal by virtue of 
the developing limb-buds drawing down the peritoneal 
lining of the abdomen along the course of the femoral 
artery. 

The fact that the result of operative cure is so satisfactory, 
especially in the elderly, would tend to support the con- 
genital theory, for efficient closure of the crural ring is 
difficult to achieve, if indeed not impossible, and if the 
majority of femoral herniae were acquired it would seem 
likely that the recurrence rate would be greater, as is 
indeed the case with direct inguinal herniae when compared 
with indirect. On the other hand, the average age of 
development of a femoral hernia is 50 or over, and this 
is more in keeping with the acquired as opposed to the 
congenital theory; it therefore seems probable that, 
although some cases are undoubtedly congenital in origin, 
the majority are acquired. In this way the greater frequency 
of femoral herniae in the female sex can be accounted 
for, as the female pelvis is broader than the male and con- 
sequently the femoral canal is larger, with a greater ten- 
dency to the development of a hernia, though, as already 
stated, this has been found to be only one and a half times 
more common in the female. 

Whatever the causation of a femoral hernia, be it con- 
genital or acquired, there can be no doubt that operation 
should be advised in nearly every case, irrespective of age, 
and the operation strongly recommended is the low hernio- 
tomy repair. For some years now the high operation has 
not been performed ; it was considered unnecessary, and 
the present follow-up figures of just over a 3% recurrence 
would appear to justify such a course. Other more com- 
plicated operative procedures sometimes recommended, such 
as Henry’s abdominal extraperitoneal approach, would 
appear to have but very limited use. 


Vital Points in the Low Operation 


The vital steps in the procedure are undoubtedly the 
isolation of the neck of the sac at the highest possible 
level, the cleaning of the sac completely free from all 
extraperitoneal fat, and the separation of the bladder from, 


the upper part of the sac. In carrying out these Proced 

care must be taken on the one hand not to split the pe: 

toneal sac, thus making it difficult to transfix securely aa 
on the other not to injure the bladder when freeing it fr 
the neck of the sac. The teaching of the low femal 
repair is to transfix the sac, the whole sac, and noth; 
but the sac, and that means no bladder and no extra. 
peritoneal fat. 

It is usually assumed that when a diverticulum of the 
bladder is found on operating for a recurrent femoral 
hernia the diverticulum is to be blamed for the recurre 
whereas it is more likely to be the opposite—that js to 
say, at the time of the first operation the sac was trans. 
fixed too low down and the bladder left adherent to the 
neck, with the inevitable result that recurrence took pl 
the bladder tending to pull down a further pouch of peri. 
toneum, the mechanism being the same as for a Sliding 
hernia. ‘ 

From the low approach, either through a short Vertical 
incision over the femoral canal or, better, through a 
incision just below and parallel to the inner half of the 
inguinal ligament (this gives a considerably nicer scar ang 
an equally good exposure), it has been found that the neck 
of the sac can readily be cleaned and defined and free 
from all surrounding structures with comparative ease, and 
when ligated and excised retracts well above the inguinal 
ligament. It cannot be too strongly emphasized or to 
often repeated how important is the clean dissection of the 
sac and its isolation to as high a level as possible, and when 
transfixed and excised the ligated end should disappear 
through the canal with perfect freedom ; if the sac has not 
been sufficiently well defined this will not readily happen, 
as it will be found that the ligature has included other 
structures as well as the peritoneum of the sac, and recur. 
rence is much more likely to take place subsequently. 

It is probably sufficient in most instances merely to excise 
the sac, but it is a simple procedure to suture the inguinal 
ligament to the pectineus fascia, and it is as well to narrow 
the canal in this way. It has been found that the method 
whereby a flap of pectineus fascia is turned up and sutured 
to the inguinal ligament, thus obstructing the femoral canal, 
is of little practical use, as the fascia is too thin to be of 
much value and the canal is closed at its exit rather than 
at its entrance. 

The criticisms sometimes levelled at the low operation, 
that the sac cannot be ligated high enough and that the 
femoral canal cannot be adequately closed from below, 
have not been found to be valid. The recurrence rate of this 
procedure has been stated to be as high as 20-30%, but 
the present series disproves such a statement, which, to say 
the least of it, is misleading to the inexperienced surgeon 
and tempts him to embark on one of the more complicated 
operative procedures, sometimes with anything but pleasing 
results. 

The low repair is so simple, and can so easily be per- 
formed under local analgesia with such gratifying end- 
results and in non-strangulated cases with an almost neg- 
ligible mortality (there were no deaths in the present series), 
that it would seem to be making surgery needlessly difficult 
to perform femoral herniotomy in any other way except 
under very special circumstances. 


Comment 


In the present series all the strangulated cases were 
operated on in this manner and no undue difficulties were 
encountered. The risk of injury to an abnormal obturator 
artery when operating from the low approach would appear 
to be very small, and in a far greater number of cases than 
are at present under review no such injury has occurred. 
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In cases requiring a resection for gangrenous bowel it has 


been found to be more satisfactory to open the abdo- 
men through a separate paramedian incision rather than 
attempt resection from below, and the various methods 
whereby more room is obtained, such as division of the 
inguinal ligament, are not to be recommended. In the vast 
majority of cases resection is not required, and the operation 
can be most successfully completed from the low approach 


only. 
Summary 

A series of 120 cases of femoral hernia treated by the low 
operation have been carefuily examined and the recurrence 
rate found to be 3.3%. 

There was no recurrence in the 54 male cases. Heavy work, 
chronic cough, and the presence of strangulation did not 
especially predispose to recurrence. Of this series, six cases 
had previously been operated upon: one of these has since 
recurred; the other five have remained sound up to date. 

Recurrence may take place at any time after operation—in 
the present investigation from three months to seventeen years 
—though it is much more likely to recur within the first year. 

The clean dissection of the neck of the sac and its high trans- 
fixion are of prime importance, and only the sac itself must be 
included in the ligature. This clean dissection can be adequately 
performed from the low approach. 

The low operation is suitable for almost every case, and gives 
most satisfactory results. 

Even though the inguinal canal was not disturbed, 7% subse- 
quently developed an inguinal hernia on the same side as the 
previous femoral repair. 

Operation should be advised for nearly all cases of femoral 
hernia, as the results are so good and the low repair is so simple. 
Remarkably few patients are considered unfit for herniotomy, 
and the ever-present danger of strangulation is an indication for 
treating all cases by this surgical procedure. 

The high incidence of a Richter hernia is to be noted. 

Figures sometimes given stating that the low operation has 
a high recurrence rate would seem to be quite misleading. 

The relationship: of inguinal to femoral hernia has been 
found to differ in some respects from the accepted teaching, 
notably in the finding that femoral herniae are twice as common 
as inguinal in women, and that femoral herniae occur only one 
and a half times as often in women as in men. 

In inguinal hernia the percentage of strangulations was only 
2.6, whilst in femoral hernia the figure was as high as 25%. 
The presence of a femoral hernia is therefore potentially almost 
ten times as dangerous as an inguinal, and whilst a truss is 
sometimes advisable for the latter it is highly doubtful if it 
should ever be advised for the former. 


I wish to thank Mr. H. Blacow Yates, senior surgeon, the Royal 
Hospital Unit, Sheffield, under whose care all these cases have been 
admitted, for his criticism and help in preparation of this paper. 








The first of the series of regional courses in health education 
which the Central Council for Health Education is providing for 
various professional groups in university centres throughout the 
country was held in Birmingham on-Sept. 13 and 14 for public 
health nurses, of whom 117 attended as the nominees of 12 local 
authorities in Hereford, Leicestershire, Shropshire, Stafford, Warwick, 
and Worcestershire. The course was held in the extra-mural depart- 
ment of Birmingham University, and the six lectures were given by 
Dr. R. G. Record, Lecturer in Social Medicine (“‘ Personal and 
Environmental Factors Affecting Health *’), Dr. Jean Mackintosh, 
Reader in Paediatrics and Child Health (‘‘ Physical Care of the 
Child—the Modern Outlook, and Problems of Childhood”), Mr. 
E. C. Cull, B.Sc., Lecturer in Education and Psychology (‘‘ Learning 
and Teaching”) of the staff of Birmingham University, Miss M. 
Slack, $S.R.N., S.C.M., Tutor to the Health Visitors’ Training Course, 
City of Birmingham (“ Psychological Needs of the Child ’’), and Dr. 
Norman Parfit, Deputy Medical Adviser, the Central Council for 
Health Education (‘‘ Health Education—the Nurse’s Part’’). Dr. 
H. P. Newsholme, medical officer of health for the City of Birming- 
ham, took the chair at the opening lecture. A similar course for 
sanitary inspectors in this area will be held in Birmingham on 
Nov. 15 and 16. 


REPAIR OF FEMORAL HERNIA BY 
A “POSTAGE STAMP” FASCIAL GRAFT 


BY 


H. A. KIDD, F.R.C.S., M.R.C.O.G. 
Senior Surgeon, St. Helier County Hospital, Carshalton, Surrey 


The closure of the femoral canal presents a problem which 
has not yet been solved by the adoption of a standard 
technique, although numerous methods have been described 
and have their adherents. As the proportion of femoral 
to inguinal herniae is about 1 to 15 it is not easy for any 
individual surgeon to collect a large series and allow 
an adequate time to elapse before assessing the final 
results. 

The method here described was first performed by me 
in May, 1938, and has since been employed in 53 cases 
(51 patients). The principle of the operation is to cut a 
rectangular section of external oblique aponeurosis, leaving 
the attachment to Poupart’s ligament intact, and then 
swing it down so that the free margin can be sutured 
to the periosteum of the pubic ramus. The femoral canal 
is thus closed by a trap-door of living fascia. The operation 
can be performed under a regional block with 1% pro- 
caine solution, but a spinal or general anaesthetic is 
preferable. 


Technique 


1. The incision extends from the midline, outwards for 4 in. 
(10 cm.), parallel to Poupart’s ligament and 1 in. (2.5 cm.) above 
this structure. It is carried down to the external oblique 
aponeurosis. 

2. Haemostasis is secured and “tetra” cloths are clipped 
into position. 

3. Poupart’s ligament is defined and a 3-in. (7.5-cm.) incision 
made through the external oblique aponeurosis a full inch 
above the upper border of the ligament. 


4. In the male the cord is retracted. The fibres of the con- 
joint tendon are then divided transversely for 1 in. at the level 
of the femoral canal. 

5. The neck of the sac is defined, the peritoneum opened, 
the sac dissected out and amputated at its neck. 


6. The neck of the sac is closed with fine proofed silk and 
the original opening in the peritoneum closed. 


7. The upper edge of the wound is retracted by a Czerny 
retractor deeply placed and the lower edge pulled down by 
two Spencer Wells forceps applied to the lower cut edge of the 
external oblique. The upper end of the femoral canal is then 
clearly defined ; the coverings of the sac are ligated and usually 
left in situ so as to fill up the canal. 


8. A flap, as illustrated, is cut from the 
lower edge of the external oblique after 
delineating the points of section with 
Spencer Wells forceps. It should be a little 
over 1 in. square according to the size of 
the femoral canal. 


9. The femoral vein is retracted laterally 
with the forefinger. A very small fully 
curved steel needle on a holder is made to 
take a good bite of the periosteum of the pubis at the point 
where the internal border of the femoral vein lay before it 
was retracted. The fine proofed-silk sutures are then threaded 
twice through the free edge of the graft (as in inserting a pin). 
The double bite prevents the tissue tearing, and a knot is tied 
in the ligature at this point. 

10. Two similar sutures are passed and fixed, one in the 
— of the canal and graft and the other at the internal 
end. 


\" 
{” 
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11. When the proximal ends of the ligatures are pulled upon 
the flap rolls down like a blind to cover the femoral canal 
opening. The graft is fixed by tying the sutures and tested by 
the finger to see if a good fit has been obtained with the right 
degree of tension. 

12. The cut edge of the conjoint tendon is then sutured to 
Poupart’s ligament with interrupted silk sutures. 

13. The external oblique is closed with interrupted silk 
sutures. A little ingenuity may be required to close the gap 
made by the removal of the graft, but it can usually be managed 
without undue tension or the performance of the relief incision 
parallel to and above the original cut in the external oblique. 


14. The skin is closed with interrupted silkworm sutures. 


Patients are taught to do special exercises both before 
and after operation, and the stitches are removed on 
the tenth day. They sit out of bed on the second day, 
walk about on the twelfth day, and go home on the 
seventeenth day. Light work is allowed four to six weeks 
after operation and heavy lifting only after a further three 
months. 

The chief danger in the operation is of damage to the 
femoral vein when passing the first deep suture. The use of 
a small, strong, trocar-pointed 4-in. (1.25-cm.) needle is 
essential. The disadvantages in the operation are the small 
transverse incision in the conjoint tendon and the gap left 
in the external oblique, as both may tend to the formation 
of a direct inguinal hernia _ It is important to close the 
opening in the posterior wall of the canal by carefully 
placed interrupted silk sutures to prevent a direct inguinal 
hernia. 


Results 


There were two recurrences of the femoral hernia, both 
in men, one of which was an emergency operation for 
strangulation in a man aged 63. 

Four patients died—only one in hospital, a few days 
after an operation for strangulated hernia in a patient of 
78. One patient died two years after operation, and her 
doctor states that there was no recurrence. The third died 
eight months after operation from a carcinoma of the lung, 
and when seen two months before death there was no 
recurrence. The fourth died at home suddenly, aged 67, 
cause unknown, a few days after discharge. 


Table of Results 

















Male Female | Totals 

Incidence : | 

Right “a vad 12 25 371.53 

Left me - 4 12 | 16 f~- 
.--~- wa : P 9 | - 

Right 

Left... | 2 2 api9 
Bilateral > = —_ 2 2 
Recurrent: 

Femoral 1 (s.) 1 | 2 

Direct 1 1 2 

le am - 2 2 4 

(Age at death) (67, 67) (78. 84) 





Age :—Average over 50; oldest 84, youngest 24. Sex :—Males to females, 
1:2. Side :—Right to left, 2: Strangulation :—2:5. Pain in scar :— 
3 (1 male, 2 females). Not traced:—1 female. Follow-up :—Longest 10 years, 
shortest, 1} years ; all cases were personally seen and/or have replied to question- 
aries (February, 1948). Eight cases not included in this report have been operated 
on since January, 1947. 


Summary 


An operation for femoral hernia has been described in which 
the canal is closed by a “postage stamp” graft of living 
fascia. 

Since 1938, 53 operations on 51 patients have been performed 
and have been followed up for 14 to 10 years. Only one 
patient could not be traced. 

There were two recurrences of the femoral hernia and two 
direct inguinal hernia. 


—£ 
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Herniorrhaphy Plus Appendicectomy 


It is generally agreed that it is a wise procedure to perform 
incidental appendicectomy during any abdominal Operation 
provided that the condition of the patient is satisfactory and 
that no undue prolongation of the incision is called for. 

Thus, following a cholecystectomy for gall-stones, it is usually 
an easy matter to withdraw the caecum and perform appendi- 
cectomy, provided that there are no adhesions in the ileocaecaj 
region. Even so, it may be possible to separate frail adhesions 
digitally. Firmer adhesions commonly indicate  previoys 
appendicular inflammation, which increases the desirability of 
removing the appendix. In such cases extension of the incision 
is usually justifiable in order to gain access to the pathological] 
organ. ‘ 

The majority of gynaecologists scrutinize the appendix after 
a pelvic operation and, if the condition of the patient is satis. 
factory, perform appendicectomy. The recognized exception 
to this routine is the presence of raw surfaces or tissye 
planes such as may result from removal of a tubo-ovarian 
abscess or a total hysterectomy. In such cases most gynae- 
cologists consider that the release of a few organisms might 
result in an inflammatory reaction which would not otherwise 
have occurred. (The introduction of a few millilitres of 
“mickraform” sulphathiazole suspension would possibly 
counteract this risk.) 

There is one common surgical operation in which incidental 
appendicectomy can usually be performed without difficulty, 
but to the best of my knowledge few surgeons avail themselves 
of the opportunity. I refer to right inguinal herniorrhaphy. 
After opening the sac and dealing with the contents, unless the 
neck is unduly narrow, it is often a simp!e matter to withdraw 
the caecum and then to remove the appendix. The caecum 
normally lies just above the internal abdominal ring, and 
gentle traction with dissecting forceps the serrations of which 
are covered with rubber tubing usual!y coaxes the caecum into 
the sac. If the caecum does not present itself, or is immo- 
bilized by adhesions, the manceuvre must be abandoned, but in 
more than half of the cases appendicectomy by this route 
presents no difficulty. Patients who undergo radical repair of 
a hernia are usually fit enough to withstand a short prolonga- 
tion of the operation, and they are invariably surprised and 
delighted to learn subsequently that they have been relieved 
of an organ which possesses no virtue but only potentiali- 
ties for mischief. 

One very important point : when a patient has undergone 
incidental appendicectomy it is the duty of the surgeon, the 
assistant, and the sister in charge to inform him and a 
responsible relative that the appendix has been removed. Any 
surgeon of experience will recall patients with abdominal scars 
who are entirely vague about whether they possess an appendix 
or not. The complacency with which some patients offer their 
abdomens as a sacrifice to the surgeon's scalpel is a remarkable 
tribute of confidence, and they are quite content to wander 
forth again into the world in complete ignorance of the reason 
for or the results of surgical intervention. 


R. J. MCNEILL Love, M.S., F.R.C.S. 











The Northern Ireland Minister of Health and Local Government, 
Mr. William Grant, speaking at the annual dinner of the Northem 
Ireland Branch of the Chartered Institute of Secretaries, said that 
the number of doctors in the health scheme was 730, while the 
number of persons on doctors’ lists at July 5 was 996,051. This had 
since increased to approximately 1,250,000, representing 93% of the 
total population. New acceptance cards were still being received at a 
steady rate, and the response had been gratifying. The payment now 
being made to doctors out of the Practitioners’ Fund (calculated at 
the rate of 17s. 6d. a year in respect of 95% of the total population) 
was £266,627. Payments to dispensing doctors for drug capitation 
fees totalled £12,481. These were the gross figures before deduction 
of superannuation contributions. 





\\ 


what 

profit 
the u 
cidal,’ 


cours¢ 





1y 


> perform 
Operation, 
ctory and 
or. 

is usually 
_appendi- 


adhesions 

Previous 
ability of 
© incision 
hological 


dix after 
| is satis. 
>XCeption 
Or tissue 
)-OVarian 
t gynae- 
ns might 
»therwise 
litres of 
Possibly 


icidental 
lifficulty, 
emselves 
rrhaphy. 
nless the 
vithdraw 
caecum 
ng, and 
f which 
um into 
; immo- 
|, but in 
is route 
pair of 
‘olonga- 
sed and 
relieved 
tentiali- 


dergone 
on, the 
and a 
1. Any 
al scars 
pendix 
er their 
arkable 
wander 
reason 


CS. 


nment, 
orthern 
id that 
ile the 
his had 
of the 
ed ata 
nt now 
ated at 
lation) 
jitation 
juction 





Oct. 23, 1 948 


REVIEWS 


747 


BRITISH 
MEDICAL JOURNAL 





_—_—_————— 


Reviews 








aS 
THE YOUNG CHILD’S PERSONALITY 


ity of the Preschool Child. The Child’s Search 


i} 
pus is Self ‘By Professor Werner Wolff. (Pp. 341; 118 figures. 
25s.) London: William Heinemann Medical Books. 1947. 


Intelligence tests are not altogether holding their own. 
Clinicians trust the results of routine tests on children only in 
so far as they are carried out by mature and understanding 
psychologists who make a good guess intuitively after adequate 
human contact. Tests of children under six are particularly 
suspected, and perhaps ought to be thought of as research. 
This study of the pre-school child is very interesting, is in many 
respects original, and is successful in getting behind the objec- 
tions to the testing with which we are more familiar. The 
author’s aim is to study the child and not to churn out quotients. 
He discusses the “ rhythm quotient,” which serves to introduce 
organized comment on and evaluation of the drawings of 
children who have not learnt to draw and who draw subjec- 
tively rather than objectively. The book is profusely illustrated 
by children’s conversations and drawings, and these ensure that 
the reader is kept in touch with the child that is being studied 
and is not lost in theory. The reader is free to see more than 
the author sees or to disagree with the author’s drawings and 
comments. 

The psycho-analyst, who concerns himself specifically with 
the dynamic aspect, who sees a need in therapeutics for resol- 
ving the repressed unconscious, will welcome this alternative 
non-therapeutic approach which enriches his perception of the 
young child’s way of life and natural organization. For the 
educational psychologist the work described in this book would 
seem to offer a most welcome opening out of the subject and 
an escape from the psychologist’s dilemma—his being employed 
more for his comments on cases, based on guesswork, than for 
actual results of tests performed. No doubt much that is 
published by Wolff as original is a development of ideas already 
suggested by other workers, but if this is so the author is 
exonerated by his providing an extensive bibliography of 622 
relevant books and papers. 

D. W. WINNICOTT. 


V.D. HANDBOOK 


Handbook of Venereal Infections. By R. Grenville-Mathers, 
A., M.D., F.R.F.P.S.G., Ph.D., ARLC. (Pp. 116. 12s. 6d.) 

London: Sylviro Publications, Ltd. 1948. 

The author of this little book has been remarkably successful 
in getting so much information, in fact nearly all that practi- 
tioners and senior students require, into fewer than 110 pages. 
In the opening chapter he considers the legal aspects of the 
subject, including Regulation 33B (which has now been re- 
voked), and the facilities for free treatment provided all over 
the country. Chapter II is on penicillin and its use in venereal 
diseases. Then follow chapters on gonorrhoea, syphilis, and 
other venereal infections, with a final one on the prevention 
of V.D. His account of gonorrhoea occupies 27 pages, and he 
discusses diagnosis and treatment on standard lines. There are 
60 pages on syphilis, and they include a good description of 
the technique of dark-ground microscopy. A fuller account of 
the morphology of Spirochaeta pallida would have been help- 
ful. He describes the Wassermann reaction at some length, but 
it seems doubtful whether the neophyte would fully grasp its 
meaning. The description of the various stages of syphilis 
and the treatment recommended are sound, and the author 
evidently is not one of those who pin their faith on penicillin 
alone; very wisely he insists that this must be supplemented 
by other remedies if the maximum effect of therapy is to be 
obtained. 

Unfortunately the generally low standard of scholarship and 
the numerous mistakes, typographical and otherwise, some- 
what mar this little book. The author evidently has not 
profited from his study of the literae humaniores at school and 
the university ; such words and expressions as “ spirochaeto- 
cidal,” “ flagellae,” “grains 1/12” “0.2 mega units,” “ prac- 
tise” (substantive), and “one month’s rest between each 
course” should not occur, while singular nouns appear with 


plural verbs and vice versa with gay abandon. It is news to 
most that in meningo-vascular syphilis the meningitic gold 
curve is 00001344300 and that interstitial keratitis is a lesion 
of the nervous system. If the author will carefully study 
Sir Ernest Gowers’s Plain Words and occasionally refer to 
Fowler’s Modern English Usage the second edition of this book 


will be a great improvement on the first. 
T. E. Osmonp. 


ENDOTRACHEAL ANAESTHESIA 


Endotracheal Anaesthesia. By Noel A. Gillespie, D.M., B.Ch., 

. D.A. Second edition, revised and enlarged. (Pp. 237; 
a $4.00.) Wisconsin: University of Wisconsin Press. 
Like so many other arts of the cunning hand, endotracheal 
intubation can be learnt only by practice. The way of the self- 
taught intubator is hard and blood-bespattered. An enthu- 
siastic and experienced teacher at his elbow makes difficulties 
disappear and understanding come easily. When this stage is 
reached a good book waters the newly flowering skill with 
knowledge and the erstwhile novice soon becomes an expert. 
Such a book was the first monograph on endotracheal anaes- 
thesia by Professor Gillespie. The first edition in 1941 seemed 
impossible to improve, but he has succeeded in doing so by 
including an account of the latest developments in the technique. 
There can be little that has been said or written about endo- 
tracheal anaesthesia that he does not discuss. Nevertheless, 
the vast array of fact, historical and recent, practical and 
theoretical, is put concisely, yet with such excellent style and 
with emphasis so well placed that one reads the book with no 
feeling that the subject matter is compressed. The bibliography 
and references are painstakingly set out at the end of each 
chapter. 

Professor Gillespie is fair when discussing such poor methods 
and dangerous practices as have inevitably sprung up, but in 
moderate and scholarly language he manages gently though 
effectively to shape the reader’s opinion to his own. Not only 
the anaesthetist but his colleagues too will find this book 
interesting, for the author describes well the great inventiveness, 
ingenuity, and effort that attend the apparently simple manceuvre 
of passing an endotracheal tube and administering an anaes- 
thetic through it. The author is a product of both the London 
Hospital and of the Madison School of Anaesthesia. This 
excellent work must be a source of pride to both. 

WILLiAM W. Musuin. 


HYPNOTISM 


Hypnotism To-day. By Leslie M. Lecron, B.A., and Jean 
Bordeaux, M.A., Ph.D. Foreword by Milton H. Erickson 
M.D. (Pp. 278. 25s.) London: William Heinemann Medical 
Books. 1947. 
In the first half of this book the authors give an interesting 
account of the history of hypnotism and a description of the 
physiological and psychological phenomena and the theories 
which have been suggested to explain them. The phenomena 
are themselves remarkable. There can be no doubt of the 
reality of the anaesthesia which can be produced. The normal 
subject can tolerate, though with pain, 15-20 volts, while the 
hypnotized subject under the same conditions has taken without 
flinching 120 volts. Major operations have been conducted 
under hypnotic anaesthesia. This is intelligible on present 
neurophysiological conceptions, but it is a different matter 
with hyperaesthesia, about which, to be sure, the evidence is 
not quite so convincing. Playing-cards with presumably 
identical backs are shown face down to the hypnotized subject, 
but each is described as a photograph—for example, of a land- 
scape or portrait. The cards are then shuffled and again shown 
face down. It is said the subject can identify the cards by the 
suggested pictures which have been associated with each of 
them. Some of the subjects who have succeeded with this test 
have been able to point to minute differences between the cards 
which, under suggestion, became a feature of the hallucinatory 
picture. Another improbable phenomenon is that of regres- 
sion. By appropriate suggestion the subject can be brought to 
retreat to any age of his life—for instance, early childhood— 
and then takes on the behaviour, abilities, and vocabulary of 
that age and can remember precisely and in detail as recent 
events occurrences of that remote past. Such observations 
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suggest strongly the desirability of further research in this 
obscure field. 

In the second part of the book the authors give useful indica- 
tions for the treatment by hypnosis of neurotic states. They 
write in an interesting and informative way and in a critical 
and cautious spirit, emphasizing the need for adequate medical 
investigation before hypnotic treatment is started. 

Eviot SLATER. 


SOCIETY 


The Conflict of Science and Society. By C. D. Darlington, 

F.R.S. Conway Memorial Lecture at Conway Hall, April 20, 

1948. (Pp. 51. 2s.) London: Watts and Co. 
The publishers of Dr. C. D. Darlington’s Conway Memorial 
Lecture justly describe it as provocative. From its denunci- 
ation of Government departments in our bourgeois State, 
particularly of the Ministries of Agriculture and Health, and 
its more than Wellsian contempt for our ancient universities, 
a young Marxian might think he recognized a comrade, but, 
as our readers will remember, Dr. Darlington has an even 
poorer opinion of the U.S.S.R. than of the Ministry of Agri- 
culture, which has not, apparently, murdered anybody yet, 
while Moscow has murdered several geneticists and compelled 
the Academy of Sciences of Prague “to offer a seat to a charla- 
tan from Moscow.” The evils of the world are, Dr. Darlington 
thinks, to be traced to the notion of equality, “one of the 
three chief illusions promoted by the great Semitic religions ” 
(which aye the Christian, the Muslim, and the Communist 
faiths). “Christian or Muslim equality depends on an equality 
of souls before God. Germanic equality depended on an 
equally mystical race-theory. Marxist equality, on the other 
hand, springs from a variety of sources.” Is it possible that 
Dr. Darlington is mis-stating the Christian ethic? The parable 
of the talents seems to teach that all men are not—shall we 
say—genetically equal, but that there is equality of reward 
between the possessors of five talents and of two talents pro- 
vided they have used their greater or smaller genetic abilities 
as well as they could. However this may be, Dr. Darlington 
finds the world very evil and that organized society has no use 
for research. “Is our situation so easy, our food so abundant, 
our empire so rich, our credit so inexhaustible, that we can 
afford the perennial and increasing archaism of our great 
departments of Industry, Agriculture, and Health?” 

Dr. Darlington’s remedies for this state of affairs are far 
from violent. He thinks that nobody should be given a 
university degree from whose training either science or the 
humanities has been wholly excluded and that the theory of 
evolution should become the central idea in teaching and re- 
search. These proposals will be found mutatis mutandis (viz., 
without a drum-fire of scorn) in the report of the B.M.A. 
Committee on Education. 

The heart knoweth its own bitterness; Dr. Darlington’s 
emotion is perhaps stirred by British neglect of genetics, which 
‘indeed moved the wrath of Karl Pearson and Galton before 
Dr. Darlington was born. It would be impertinent for a vital 
statistician without special knowledge of genetics to challenge 
Dr. Darlington’s judgment on that issue, but I shall venture 
to deny as categorically as he affirms that the official vital 
statistics of this country are “largely lumber” or that modern 
statistical methods are despised in Government departments. 
Indeed the demand for trained statisticians both in Govern- 
ment departments and universities is considerably greater than 
the supply. 


SCIENCE AND 


Major GREENWOOD. 


Professor J. H. Burn, F.R.S., says in his Lecture Notes on Pharma- 
cology (Oxford: Blackwell Scientific Publications; 6s.): ‘“* These 
notes were written for the medical students at Oxford because very 
few of them were able to obtain copies of textbooks on pharma- 
cology.” He gives a concise account of the information needed to 
pass examinations, and this will help students to achieve the necessary 
goal. The danger of this kind of book lies in the fact that some 
students may feel that there is no need to consult larger books 
and so will acquire a minimum of knowledge. The book is reliable, 
up to date, and well suited for its purpose, but it will be unfortunate 
if students have to depend entirely on such brief summaries. If 
the appearance of this book stimulates the publishers of larger text- 
books to print more copies of them a useful purpose will have been 
served. 


BOOKS RECEIVED 
[Review is not precluded by notice here of books receni\; received| 
Practical Zoological Illustrations. Invertebrates. By W. S 
Bullough. (30 illustrations. 15s.) London: Macmillan. 1948. 


Labelled diagrams for junior students of zoology. 


The Modern Management of Gastric and Duodenud Utce 
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PROTEIN IN FOOD 
Many will remember being taught that different proteins 
contain different combinations of amino-acids and that in 
all animals a process of selection goes on, the correct pro- 
portions of the amino-acids needed for the building up of 
their own characteristic proteins being sorted out and any 
which are left over used merely as fuel. Some of us may 
also have been told that cannibalism is justifiable at least 
on physiological grounds, because the proteins thus con- 
sumed supply amino-acids in the right proportions. While 
some of these conceptions have stood up well to the test 
of time, much has been learned in recent years about 
protein metabolism and about the body’s need for protein. 
Elsewhere in this issue we publish the paper on the signifi- 
cance of proteins in nutrition which Dr. D. P. Cuthbertson 
read when opening a discussion in the Section of Nutrition 
at the Annual Meeting of the British Medical Association. 

The old division of proteins into two qualities has now 
become much less justifiable. It is still true that proteins of 
animal origin, with the main exception of gelatin, contain 
all the necessary amino-acids in the right proportions, 
whereas in vegetable proteins certain essential amino-acids 
are absent or present in inadequate amounts. The food we 
eat, however, contains many different proteins, and lack 
of certain amino-acids in one may be made good by their 
abundance in another. Thus, while beef tea is deficient in 
tryptophan and tyrosine and bread in lysine, the long- 
popular combination of the two provides amino-acids in 
reasonably well-adjusted proportions. The time factor is 
important when one protein has to make good the defi- 
ciencies of another. Cannon? has pointed out that an “ all- 
or-none ” law applies to the synthesis of protein in the body. 
Each tissue protein is always built up accurately to its 
characteristic structure; if any essential amino-acids are 
missing partial synthesis of body protein cannot take place, 
nor can surplus acids be stored until the missing ones are 
provided. Even a period of a few hours between the inges- 
tion of different proteins may be too long if they are needed 
to supplement each other. We must have bread and beef 
tea together, not bread in the morning and beef tea in the 
afternoon. 

Cuthbertson’s conclusions about the quantity of protein 
which the diet should contain support the theory that if a 
diet is adequate in calories it will usually be adequate in 
proteins as well. Thus American soldiers chose diets con- 
taining 11-13% of protein irrespective of the part of the 
world in which they were serving. The oedema which was 
a sign of protein deficiency in prisoners in European and 
Asiatic prison camps during the war was mainly due to the 
demands of the body for dietary and tissue proteins as 


1 Chick, H., British Medical Journal, 1948, 2, 103. 
2 J. Amer. med. Ass., 1947, 135, 1043; and Proc. Inst. Med. Chicago, 1948, 17, 1. 





sources of energy. Adults can quite well do without animal 
protein, but when poverty does not restrict choice of 
food it is usual to find that 60% of the total intake of pro- 
tein is in this form. Unless children are given a substantial 
proportion of animal protein in their diet they may not 
obtain enough lysine for their needs. 

Wounds, accidental injuries, and burns may cause the 
loss of proteins not only in visible forms, such as detached 
or broken tissues and bleeding and exudation from the 
damaged area, but also through the excessive protein 
catabolism which normally follows injury, through super- 
imposed infection, and through disuse or reflex atrophy 
resulting from the immobilization of the patient during 
recovery. As an illustration of the severity of the protein 
loss after severe injury Cuthbertson mentions that a patient 
lost 8% of his total body protein within ten days after 
breaking a leg. While this heavy loss of protein may seem 
alarming, the process appears to be part of the normal 
mechanism .of repair and provides the amino-acids required 
to build new tissues. When the protein reserves of experi- 
mental animals are exhausted no increase in protein 
catabolism takes place after injury ; this implies that the 
normal powers of recovery are impaired. Severely injured 
patients should certainly be given a diet which will restore 
a positive protein balance without undue delay. For this 
purpose it is not enough to give protein in amounts equal 
to those lost ; unless sufficient carbohydrates and fats are 
provided to meet the total need for calories the protein is 
merely used as fuel. Undernourished patients who are 
awaiting operation should be put on diets which will meet 
their nutritional needs, since they may respond to dietary 
treatment more readily before operation than during 
convalescence. 

Cuthbertson also describes the somewhat similar prob- 
lems of protein balance during the treatment of fevers, 
which resemble starvation in causing destruction of the 
tissue protein. In’ acute febrile illnesses it is more important 
that the patient should be saved exertion than that his 
protein intake should be increased. In fevers of long 
duration, however, liberal amounts of milk and of carbo- 
hydrates should be given. Protein hydrolysates, of which so 
much was once expected, do not now seem to have a wide 
application in the treatment of either injuries or disease. 
When the patient is able to digest intact protein the adminis- 
tration of hydrolysates is physiologically unjustified, while 
if nourishment has to be given intravenously plasma and 
glucose usually provide a safer alternative. 





os 7 


MULTIPLE MYELOMATA 
In the Philosophical Transactions of the Royal Society 
of London for 1848 there appeared a short article by 
Dr. Henry Bence Jones in which he described the pro- 
perties of a substance found deposited in the urine of a 
patient suffering from mollities ossium. The peculiar 
characteristic of this substance was that it dissolved in 
boiling water, and the precipitate formed on the addition 
of nitric acid was dissolved by heat but reformed on cool- 
ing. Knowledge of the condition now known as multiple 
myelomatosis has grown from this observation. The 
disease is not rare, but it is often missed. It is more 
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common in males and usually affects those in the fifth and 
sixth decades. The average time after the onset of symp- 
toms before the patient reaches a hospital is about nine 
months. The disease primarily affects the marrow of flat 
bones—the vertebrae, ribs, skull, and pelvis—but occa- 
sionally the long bones may be affected, particularly the 
femur and humerus. The soft tumour tissue may burst 
through the bone and invade the adjoining tissues ; more 
rarely the liver, spleen, and lymph-glands may be affected, 
and still more rarely other soft parts. The chief symptoms 
complained of by the patient are either pain in the back, 
great loss of weight, or an obvious swelling in a bone, and 
on examination a pathological fracture may be found, 
quite commonly a compression fracture of a vertebra. 
Radiographs often show characteristic rarefaction of one 
or more bones. In half the cases there is an excess of 
caleium in the blood, while in a similar proportion (but 
not the same group of cases) the globulin in the blood is 
considerably raised. Severe anaemia is common. Material 
obtained by sternal puncture may contain cells of a type 
similar to those in the tumour. The urine in about half 
the cases contains the protein known by the name of 
Bence Jones and possessing the properties he described ; 
the finding of this is almost but not quite pathognomonic. 
There is sometimes an atypical nephritis with persistent 
albuminuria or even renal insufficiency. When sections 
of the tumour are examined microscopically usually one 
of two types of cell is seen to predominate—a small cell 
which has a superficial resemblance to a plasma cell, and 
a larger cell with more abundant cytoplasm and large round 
nucleus. According to Lichtenstein and Jaffe’ cases of 
large-cell myeloma are characterized by hyperglobulin- 
aemia. There is considerable difference of opinion about 
how these cells originate, but these authors state that there 
can be little doubt that multiple myelomatosis “ is a disease 
of unitary cell type, the varieties in cytologic appearance 
reflecting stages in the maturation of the basic tumour 
cell.” An interesting point is that at necropsy some cases 
are found to have amyloid deposits in tissues which are 
not generally affected in true amyloid disease. 

Prognosis in this disease is not good, but remissions 
‘sometimes occur. Patients have been known to survive 
for ten years, but the average duration of life is only about 
two years from the time when symptoms are first noticed. 
Treatment by x rays is palliative only. Radioactive 
phosphorus (P**) has been tried by several observers, but 
with little success. Hall and Watkins,’ however, apparently 
cured one patient by a series of injections of radioactive 
phosphorus followed by x-ray treatment. Because excess 
of globulin in the blood is a feature of kala-azar, which 
is cured by administration of antimony, Snapper® tried the 
effect of “stilbamidine” in multiple myelomatosis ; pain 
diminished, and radiographs showed what appeared to be 
some arrest of the disease and recalcification, but in other 
ways there was no benefit. Edith Paterson* and her col- 
leagues have reported that urethane, which had been found 
useful in the treatment of leukaemia, produced no improve- 
ment in two cases of multiple myelomatosis. Lately, how- 

1 Arch. Path., 1947, 44, 207. 
2 Med. Clin. N. Amer., 1947, 31, 810. 
3 J. Amer. med. Ass., 1947, 133, 157. 


4 Lancet, 1946, 1, 677. 
5 Ibid., 1947, 2, 388. 
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ever, in Sweden Alwall® used this drug with success in One 


out of two cases. The patient was a woman aged 
with radiographic and other evidence of multiple myeloma. 
tosis. Urethane was given in the following doses: first 
month, 1 g. 2-4 times daily; then two weeks’ interval 
followed by 1 g. thrice daily for two months ; after that 
2.5-1.5 g. per week. Though improvement was not apparent 
radiologically the amount of globulin in the blood became 
normal, the sedimentation rate fell rapidly, and at the end 
of four months the material obtained by sternal Pune. 
ture no longer contained myeloma cells. It appears that 
urethane deserves further trial in this condition. 








FEMORAL HERNIA 


Most surgeons of experience in this country practise the 
high operation for repair of femoral hernia, and there are 
few who would not use this approach in cases with strangy. 
lation. Elsewhere in this issue (p. 743) Mr. A. G. Butters 
reviews the results in a series of 120 cases and puts for. 
ward a plea for wider use of the low operation. Numeroys 
American surgeons’ regard the low approach as adequate 
and the operation of choice in the majority of cases, 
Wakeley® in this country has also given strong support 
to this view and reported a lower recurrence rate in the 
patients operated on by him. It is a common criticism 
of the low operation that complete removal of the sac js 
not always achieved. Repair of the femoral canal from 
above would seem to be more certain and effective, but 
Moschcowitz,® who was one of the first to recommend this 
approach, pointed out that the posterior wall of the inguinal 
canal might be weakened; surgeons who perform the 
modern high operation are therefore careful to reinforce 
the posterior wall of the inguinal canal after repair of the 
femoral region. Butters reports that even with the low 
approach 7% of his patients subsequently developed an 
inguinal hernia on the same side. It would be interesting 
to know what proportion of these were direct herniae, for 
they at least should be prevented by a properly executed 
high operation. 

Many methods of closing the femoral canal have been 
used in the last 50 years. The low operation with simple 
apposition of inguinal ligament to pectineal fascia may be 
sufficient where the hernia is small and the femoral canal 
narrow. The inexperienced surgeon finds it easy, but it 
is doubtful whether the inexperienced surgeon should 
undertake such operations, and simplicity cannot wholly 
justify a procedure which may be otherwise unsound. With 
the inguinal approach the method of repair used by 
Keynes,’ a modification of Bloodgood’s® operation for 
inguinal hernia, has given excellent results in skilled hands, 
On another page Mr. H. A. Kidd describes a method in 
which a flap of external oblique aponeurosis is used. This 
operation may have the virtue of avoiding the potential or 
actual defect which occurs at the lateral edge of the rectus 
in the Keynes operation, but it leaves instead a defect (prob- 
ably of little importance) in the external oblique. Though 
there is much to be said for using the patient’s own tissués, 
the insertion of a lattice of some unabsorbable suture 
material has grown in popularity. Interrupted sutures of 
linen or silk are commonly used, tension being avoided. 

1Coley, B. L., Textbook of Surgery, edited by Christopher, F., 194. 
Philadelphia. 

2 Coley, B. L., Amer. J. Surg., 1928, 4, 335. 

3 Erdman, S., Nelson Loose Leaf Surgery, Vol.4. New York. 

4 Watson, L. F., Hernia, 1924. St. Louis. 

5 Lancet, 1940, 1, 822. 

6 N.Y. St. J. Med., 1907, 7, 396. 

7 British Medical Journal, 1927, 1, 173. 

8 Ann. Surg., 1919, 70, 81 


9 British Medical Journal, 1948, 2, 379. 
19 Lancet, 1936, 1, 531. 
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In this Journal recently Mr. A. Lawrence Abel and 
Mr. A. H. Hunt’ have advocated a continuous lattice 
darn with fine stainless steel wire. Many surgeons, recall- 
ing that stainless steel pins and wires sometimes dis- 
jntegrate, may be chary of putting wire close to the 
femoral vein, and time alone will show if this is sound 
practice. = oe ' 

It is very hard to justify a low approach in cases of 
strangulated femoral herniae ; Butters suggests a separate 
paramedian incision if resection of gut is necessary, but 
this may seem irrational to surgeons who prefer the 
high operation. The low approach may give a totally in- 
adequate view of the strangulated viscus, and cases have 
occurred where the damaged gut at the edge of an incom- 
pletely inspected strangulated Richter hernia has subse- 
quently perforated into the peritoneal cavity. Adequate 
exposure is vitally important, and though good results 
are obtained with inguinal or vertical incisions many sur- 
geons favour a paramedian incision, while some find that 
the pararectal approach devised by Vaughan Hudson gives 
the best view. Henry’s'® operation is useful for uncompli- 
cated bilateral hernia in suitable patients, but in cases of 
strangulated hernia the exposure may be inadequate. When 
a midline incision is used it would seem wise to repair the 
linea alba with stainless steel wire. 


REGIONAL ORTHOPAEDICS 


Thanks to the pioneer work of the late Dame Agnes 
Hunt and Sir Robert Jones some parts of England have 
had regional orthopaedic services for about a quarter of 
a century. The service based on Oxford is a model for 
the whole country, and a recent pamphlet! by one of its 
past directors, Mr. G. R. Girdlestone, should interest not 
only orthopaedic surgeons but all who think that the 
benefits of medicine should be taken to the patient rather 
than that he should be compelled to drag himself over a 
greater or lesser distance to a central hospital. A number 
of orthopaedic surgeons have worked hard to make more 
widely known the preventive aspect of orthopaedics, and 
among these Girdlestone has shown very convincingly that 
in order to make preventive work effective a regional 
system of clinics is essential. He describes the admirable 
Oxford service much as it is to-day, with the recent exten- 
sion of its activities to embrace the treatment of accidents. 
An accident service, because of its faster tempo, requires 
something more than a mere expansion of an existing 
orthopaedic service. Much of the work must be de- 
centralized ; surgeons should be installed in the smaller 
centres of population so that they may deal expeditiously 
with all accidents occurring in the neighbourhood—the 
function of the central hospital being to co-ordinate their 
activities and to provide facilities for the investigation and 
treatment of the exceptionally difficult or rare case. 
Girdlestone’s description of a regional orthopaedic ser- 
vice is more likely to be of value to members of regional 
hospital boards and other laymen interested in the care 
of cripples than to professional hospital administrators, who 
will require detailed information on a number of points not 
dealt with in his pamphlet. For instance, he does not state 
the number of beds needed per thousand of population, 
and he gives no information about the size of staff required 
in relation to the distances to be covered in visiting clinics. 
The activities of the after-care sisters and the method of 
arranging their work are not described, nor does he give 
any indication of the size of the appliance workshops in 
relation to the population served. There is no mention of 
ee ate Service. Obtainable from the Central Council for 
® Guy’s Hosp. Gaz., 1948, 62, 202. 





some important clinical problems, such as the best way 
of treating those troublesome and not infrequent cases of 
combined pulmonary and joint tuberculosis and the special 
arrangements required in an outbreak of poliomyelitis. It 
is doubtful whether anyone in the country is in a better 
position than Mr. Girdlestone to supply all this vital infor- 
mation, and it is to be hoped that he will find time to 
produce a more comprehensive guide for the benefit 
of professional hospital administrators and orthopaedic 
surgeons. 

Concentrating his attention on a smaller field—out- 
patient arrangements and accident services—P. W. Clarkson’ 
has produced a most informative report. He shows how 
the out-patients’ casualty department should be used for 
medical education, and his description of the arrangements 
at Guy’s Hospital is supplemented by accounts of the 
organizations at the Royal Infirmary, Edinburgh, the 
Birmingham Accident Hospital, and the Accident Service 
at Oxford. A similar report to cover the wider field of 
orthopaedics and the treatment of accidents on a regional 
basis is what is now required. 


LATENT RHEUMATIC MYOCARDITIS 


In children and young adults with rheumatic heart disease 
congestive heart failure is almost invariably precipitated 
by a recurrence of the rheumatic infection and an active 
carditis. On the other hand, it is customary to regard the 
congestive failure that commonly terminates rheumatic 
heart disease in the fourth or fifth decades as being mainly 
the result of long-standing impairment of valvular efficiency 
and the associated myocardial fibrosis. However, in recent 
years the view has been gaining ground that even at the 
later age a reactivation of the rheumatic process may be 
the underlying cause of the final heart failure. In an 
attempt to assess the frequency of active carditis in patients 
dying with rheumatic heart disease Rogers and Robbins’ 
studied the findings at 41 post-mortem examinations carried 
out at the Mallory Institute of Pathology of the Boston City 
Hospital between 1933 and 1946. In 20 of these, with ages 
ranging from 2 to 53, the activity of the disease had been 
recognized during life on clinical grounds. In 14 there 
was a history of preceding sore throat or other upper 
respiratory infection, and all but five had had joint pains 
or an actual polyarthritis. Clinical evidence of pericarditis 
was present in 13 of the patients ; at necropsy old or recent 
valve lesions were found in this group, in addition to 
active carditis as shown by the presence of Aschoff bodies. 

In a second group comprising 10 cases the activity of 
the rheumatic process was not suspected during life. The 
average age of these patients was 23 years older than that 
of the first group, the ages varying from 12 to 63 years. 
In only three was there a history of recent upper respira- 
tory infection, and only three had complained of joint 
pains. Typical clinical signs of pericarditis were found in 
none. All had congestive failure. At necropsy these 
patients were found to have the classical lesions of rheu- 
matic heart disease, all showing an active myocarditis, and 
in two cases there was a recent acute rheumatic endo- 
carditis superimposed upon the old valve lesion. A further 
seven patients were not recognized during life as having 
rheumatic heart disease at all. Their ages ranged from 
29 to 63, the average being three years older than the last 
group and 17 years older than the first. Only three of these 
patients had signs of congestive failure, and in only one 
was there clinical evidence of valvular lesions. Yet in these 
cases too the post-mortem examinations revealed changes 
as characteristic of rheumatic heart disease as in the two 


1 New Engl. J. Med., 1947, 237, 829. 
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preceding groups. In all cases there were Aschoff bodies 
in the myocardium, and in four there was a recent valvulitis. 
In a further four patients there were no clinical signs of 
rheumatism, but two had congestive failure. At necropsy 
no valvular lesions could be demonstrated, but myocarditis 
with the histological features of acute rheumatism was 
found in alf four. In the last group the diagnosis of 
rheumatic infection based entirely on the presence of 
Aschoff-body-like lesions in the myocardium is open to 
criticism. The specific nature of these changes when found 
alone is still a debatable matter. Nevertheless this study 
clearly shows that acute rheumatic carditis is by no means 
confined to childhood and early adult life. Even after the 
age of 40 an active rheumatic carditis can occur as the sole 
manifestation of acute rheumatism, and cardiac failure at 
this age may be the result of a recurrence of rheumatism. 
These observations also fall into line with the well- 
recognized fact that patients with rheumatic heart disease 
sometimes survive to 60 or over with no symptoms of heart 
failure and then succumb to some other disease, presumably 
because they have escaped further attacks of rheumatic 
carditis. 


PSYCHOTHERAPY FOR SEXUAL OFFENDERS 


The Scottish Advisory Council on the Treatment and 
Rehabilitation of Offenders has recently issued a report! 
on the treatment by psychotherapy of certain offenders. 
The subject has been approached broad-mindedly, and 
the adoption of the recommendations would probably 
help to prevent crime. It is a pity that the report should 
be limited to a consideration of psychotherapy, which is 
@ form of treatment applicable to comparatively few dis- 
orders; the recommendations could well include other 
forms of psychiatric treatment. A sexual offence is often 
only an episode in the course of a person’s psychosexual 
development, and the Advisory Council wisely suggests that 
it would be advantageous in such cases to obtain psychiatric 
advice and, if necessary, treatment rather than to institute 
court proceedings. Such a course is eminently suitable in 
the case of children and adolescents, and on occasions 
courts: already follow this procedure in both Scotland and 
England. The Council appreciates the value of combining 
probation. with psychotherapeutic or psychiatric treatment, 
‘ whether out-patient or residential, and approves the new 
facilities to be provided under the Criminal Justice Act, 
1948. The necessity for the therapists to be competent and 
experienced is properly emphasized. 

Apart from those whose offence is.merely episodic there 
is another group of offenders who are likely *to respond 
to long-term psychotherapy or other medical treatment. 
The Council considers that there should be inaugurated 
in Scotland arrangements for treatment similar to those at 
present available at Wormwood Scrubs Prison in London. 
These were first provided in 1934, and after a break during 
the war were gradually extended to include most modern 
forms of therapy.* It is pointed out that a sentence will 
have to be of sufficient length for the completion of treat- 
ment, and mention is made of the sentences of corrective 
training created by the Criminal Justice Act. Unfor- 
tunately offenders eligible for such sentences, those con- 
victed for the third time of serious offences, will be unlikely 
to respond to psychotherapy, since it has been found that 
adults whose criminal activities show signs of becoming 


1 Psycho-therapeutic Treatment of Certain Offenders, with special reference to 
~ oe of persons convicted of sexual and unnatural offences, 1948. Edinburgh, 





2 Report of the Commissioners of Prisons and Directors of Convict Prisons for 
the Year 1947, pp. 62-4. London, H.M.S.O. 

3 Report of the Commissioners of Prisons and Directors of Convict Prisons for 
the Years 1942-1944, p. 65. London, H.M.S.O. 

“East, W. M., and Hubert, W.'H. de B., Report on the Psychological Treat- 
ment of Crime, 1939: London, H.M.S.O. 
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chronic are unsuitable subjects.* No mention is made ia 
the report of the treatment of short-sentence prisoners by 
extra-mural psychiatrists so as to avoid discontinuity of 
treatment on release. . 

Finally, the report considers the disposal of 
offenders who are unlikely to benefit by psychiatric tregs, 
ment. It is suggested that a term of preventive detention 
should be imposed on the lines provided in the Criminaj 
Justice Act, but that the sentence should be served in g 
special State institution similar to that in existence x 
Herstedvester in Denmark. In 1939 East and Hubert 
proposed the establishment of such an institution, which 
would have a therapeutic wing for the treatment of selecteg 
cases. Though no steps have yet been taken to carry oy 
this proposal, the project is still under consideration.? A, 
alternative suggestion is that offenders certified by two 
psychiatrists as unlikely to respond to treatment might be 
sentenced to detention in a State mental hospital. The 
Advisory Council prefers this alternative, but gives ng 
reasons for its preference. It is difficult to see wha 
advantage detention in a State mental hospital would haye 
over detention in the type of special institution proposed 
by East other than the indeterminate sentence so strongly 
urged by Continental penologists for dealing with these 
offenders. — 


TETRAETHYLAMMONIUM IN 
DISORDERS 


The place of the tetraethylammonium compounds in the 
management of vascular disorders is not yet settled, mainly 
because there have been conflicting reports about their 
clinical action. On the one hand, Lyons! and Coller? and 
their co-workers claim that the drug produces a peripherl 
vasodilatation equal to that obtained by sympathetic: or 
peripheral nerve block ; on the other, De Bakey’ in the 
U.S.A. and Boyd and his colleagues* in Manchester have 
observed a very variable response to the intravenous injec- 
tion of up to 500 mg.—the maximum safe dose—of tetra- 
ethylammonium bromide. In many cases there was little 
or no increase in the peripheral blood flow, though im the 
same cases sympathetic or peripheral nerve block produced 
a marked increase. It is thus apparent that the tetraethyl- 
ammonium compounds do not give a reliable indication of 
the improvement which sympathectomy may bring about, 
and that they are not likely to prove so effective in the treat- 
ment of vascular disturbances as are repeated sympathetic 
blocks. Coller and his associates found that daily intr 


VASCULAR 


and sustained relief in a high proportion of patients 
with painful post-traumatic conditions in the extremities. 
Cooper and his co-workers’ have reported that the drug 
sustains the circulation in the hind limbs of dogs after 
excision of the lower end of the aorta. 
nine out of ten animals died after one to seven days with 
cold, cyanosed, and paralysed hind limbs, while 16 out 
of 20 which received injections of tetraethylammonium 
chloride for three days survived with excellent function. 

It seems likely, therefore, that the drug will be usefil | 
in the immediate treatment of sudden arterial occlusions, 
especially since its administration is a simple matter com 
pared with the mancuvre of paravertebral sympathetic 
block. The latter is, however, probably more reliable and 
effective in practised hands. The tetraethylammonium 


venous injections for up to three weeks gave considerable 


compounds appear to have little beneficial effect in cases 


of Raynaud’s disease and chronic obliterative “a 
disease, mainly because their action is so transient. 


1 Amer. J. med. Sci., 1947, 213, 315. % 
2 Ann. Surg., 1947, 128, 729. 

3 Ibid., 1947, 125, 754. * 
4 Lancet, 1948, 1, 15. a 
5 Surgery, 1947, 22, 740. 
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THE STRUCTURE OF MEDICINE 
HARVEIAN ORATION BY DR. F. M. R. WALSHE 


The Harveian Oration was delivered before the Royal College 
of Physicians of London on Oct. 18 by Dr. F. M. R. Walshe, 
FRS., physician in charge of the neurological department, 
University College Hospital, and physician to the National 
Hospital, Queen Square. sa ; 

In a discourse on “ The Structure of Medicine and its Place 
among the Sciences ” Dr. Walshe began by quoting Harvey’s 
famous injunction to the Fellows of the College, “To search 
and study out the secrets of nature by way of experiment,” 
and he drew attention to a further passage in De Motu Cordis, 
“Jt has been shown by reason and experiment that the 
blood . . ."—noting the sequence of the operations “ reason” 
and “ experiment.” Harvey seemed to differ from John Hunter 

Why think ? Why not try the experiment ?”’), but of course 
both were saying that reason and experiment could not be dis- 
‘oined. In discussions on the intellectual structure of medicine 
there was too great a tendency to expound the theme in terms of 
hard antitheses—observation and experiment, art and science— 
as though there was here a necessary dualism. 

Some physiologists showed a tendency to deny medicine its 
place among the sciences ; they spoke of it as nothing more 
than applied physiology. Historically that was easily disposed 
of, for the hospital was the cultural ancestor of the laboratory, 
and experimental physiology was born of therapy. But the 
physiologists’ argument implicitly was that medicine did not 


carry its analysis of phenomena back to fundamental notions ; 


it stopped at a half-way house, where it might borrow from 


_ other sciences. Even so, among the biological sciences medi- 


cine was not peculiar in this respect, and physiology itself had 
been eagerly borrowing from other sciences for the past hun- 
dred years. The truth surely was that every successive layer 
of thought in the annals of nature, living and dead, from 
biology to physics, stopped at a half-way house when tracing 
its ideas back to their basic elements ; yet each remained a field 
of discourse in its own right, one of the layers in the palimpsest 
of natural knowledge, each with its own distinguishable intel- 
lectual content. 
The Philosophical Approach 


Dr. Walshe proceeded to examine some fundamental notions 
underlying thought and activity in medicine. Such a philo- 
sophical approach was a means of escape from their own 
specialisms. Some generality of understanding was a crying 
need in medicine, to be sought earnestly if they were not to 
decline to the level of craftsmen and technicians. In the many 
proposals for the reform of medical education offered within 
the past few years little more had been seen than superficial and 
uncoordinated attempts to grapple with the problem. None of 
these proposals had been informed by an adequate appreciation 
of those intellectual instruments and methods by which alone 
the confused data of physicians’ experience could be trans- 
muted into a more or less coherent body of ordered knowledge. 

At the Renaissance, when authority gave place to observa- 
tion, the study of those liberal arts by which alone the fruits of 
observation were expressed in a grammar of science, rhetorically 
expanded, and logically interpreted was unhappily abandoned. 
He was referring here to the arts of grammar, rhetoric, and 
logic, the trivium of the mediaeval undergraduate’s curriculum. 
Some working knowledge of these liberal arts was an indis- 
pensable condition of the maintenance of medicine on the level 
of a true branch of learning. 

A. N. Whitehead, to whom the orator expressed indebtedness 
for the ideas put forward in his oration, had said that “ obser- 
vation is selection.” Observation was indeed a process of selec- 
tion or discrimination—a process of selecting and discarding 
from the sum total of presenting objects. What was retained 
Was retained in a subjective order of importance, and this 


observation involved some distortion of the impartial facts. 


Further, all observation was subject to interpretation in terms 
of concepts. It was the product of many elements ; and pure 


) Teason, if indeed it existed as a mental operation, had probably 


NO scope outside the reading of instruments of precision and 
casting of accounts. There was a continuous interplay be- 


‘By ‘een the conceptual and the observational orders of experience. 


New observations modified the concepts, but, not less, new 
concepts led to fresh possibilities of observation. 


Scientific Observation in Clinical Medicine 


In no field of scientific observation was the presence of this 
complex of thought and feeling more obvious than in clinical 
medicine. The experiences there encountered were essentially 
random and not predetermined, and they had the incomplete 
and ambiguous character such experience of necessity pos- 
sessed, and a particular urgency often attended their investi- 
gation. The trained observer constantly scanned the flux of 
presenting phenomena in search of those he had come to regard 
as pathognomonic, and when the facts he set down did not lie 
open to the observing eye, ear, or hand he used some formal 
test procedure to reveal them. In so doing he passed the 
indeterminate frontier which separated observation from 
experiment. 

The very expression “ clinical examination” seemed to sug- 
gest the formal grammatical significance which the term 
“ observation” had come to possess. It indicated a picking 
and choosing according to ideas already entertained. Only 
the exceptional mind passed beyond the first exercise of this 
discriminating tendency, to take up a hitherto unobserved or 
unrecorded phenomenon and grasp its significance. “ Indeed, 
many a competent clinician may live out his professional exist- 
ence never having made a truly original observation.” 

Simple observation, then, was not the purely rational activity 
some might have thought it. What was experiment? In part 
the answer was that the mind that observed was also the mind 
that devised, performed, and interpreted experimental observa- 
tions. Experiment was but a method of providing observable 
data. The distinction between observation and experiment 
might be described as the distinction between the processes in 
law known as examination and cross-examination. Observation 
was the examination of nature, noting the data which lay open 
to inspection ; experiment was cross-examination, forcing from 
nature by appropriate devices the answers it did not spon- 
taneously yield. 

In medicine, more perhaps than in any other scientific dis- 
cipline, the data had ‘to be taken in all stages of refinement 
and often in a high degree of incompleteness. When first 
encountered they were confused and ambiguous. They had 
to be sorted out, translated into the language and grammar 
of medicine, expounded by analogy, logically interpreted, and 
finally made to merge as clearly formulated propositions and as 
exemplifying the laws of nature. It was owing to the fre- 
quency with which important data were lacking that recourse 
had to be made to some other method than observation— 
namely, the method of experiment. 


The Experimental. Method 


The ultimate aim of the scientific observer was to grasp the 
principles inherent in the stream of evanescent phenomena ; 
the role of experiment was to force this sublimation when it 
did not yield to simple observation. In an experimental obser- 
vation the observer, guided by abstract ideas already formu- 
lated, standardized the conditions or set up an apparatus to 
make precise and relevant observation possible. He sought to 
isolate his material free from complicating factors so as to 
make it reveal its principles. To quote Whitehead again: 
“Experiment is a way of cooking the facts for the sake of 
exemplifying the law.” 

The method clearly involved an even higher degree of 
abstraction than simple observation, for many facts out of 
the presenting ‘total were put in the discard. Perhaps that was 
why the experimental method, exclusively pursued, might prove 
somewhat narrowing to the mind, adversely affecting the philo- 
sophic generality of outlook and free play of ideas ranging 
over the sum of phenomena. But in both observation and 
experiment there was concentration of attention upon specific 
phenomena and some control of events. 

The aphorism that “the only safe way to meet facts is to 
be well provided with ideas in good order” was brilliantly 


‘exemplified in Harvey himself. In his revision of the current 


theory of the circulation he was not merely employing experi- 
ment: he was speculating. It was to Harvey that medicine 
owed the example that ‘both simple and experimental observation 
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were inseparable from the active entertainment of ideas and 
the courage to speculate logically. As Thomas Lewis said 
of Harvey in his memorable Harveian Oration of 1933, “It was 
because he possessed breadth of vision that he brought his 
studies to a conclusion that has proved fundamental to all 
medical science.” 

Too often people were inclined to equate the notion of 
“ experiment ” with that of animal experiment and to think of 
experiment as something divorced from the bedside and belong- 
ing to the laboratory ; but in medicine the use of the lower 
animals was only a matter of expediency, owing to the severe 
limitation on the use of the human subject. The use of animals 
in experiment merely changed the matter but not the form of 
the experimental method. The routine clinical examination of 
a patient was a close-knit pattern of observation and experi- 
ment, especially perhaps in a neurological examination, though 
there did remain between this order of experiment and animal 
experiment the distinction that the former arose out of the 
investigation of the random material provided by disease, while 
the latter deliberately created a desired situation in a chosen 
material so as to compel the revelation of principles common 
to both the experimental and the human subject. In the one 
procedure, as in the other, abstract ideas acted as guiding prin- 
ciples. The intention in both was to provide data for observa- 
tion and interpretation. 

The increasing use and value of animal experiment were 
demonstrated in the contemporary history of medicine. It was 
playing an ever more essential part in the advance of medical 
knowledge. But the, first and simple order of experiment— 
clinical experiment—should still be emphasized. 

“* Every time we evoke an extensor plantar response by stroking the 
sole of the foot, every time we elicit a knee-jerk, we are forcing 
certain spinal mechanisms by their mode of reaction to reveal internal 
conditions in the central nervous system that unaided observations 
by the five senses cannot tell us of. We are controlling conditions 
and isolating our material by a method that has all the essential form 
of the experimental method. Innumerable examples of a like order 
could be cited.” 

Again, the establishment of constant conditions of rest and 
activity, of nutrition, or of fluid intake—in fact, most of the 
procedures to which the patient under observation was sub- 
jected—were in their nature experimental. “ The hospital ward 
is a laboratory in the fullest sense, is, indeed, the parent of all 
biological laboratories.” 


Art and Science in Medicine 


Dr. Walshe next turned to a discussion of the respective roles 
of art and science in medicine. Here again, he thought, there 
was a tendency to lean too readily towards a hard antithesis, 
especially as the practical arts were continually being converted 
into the applied sciences. Such conversion was only to be 
expected, for the practical arts were operations according to 
rule, and rules upon examination were seen to be general 
propositions referring to particular cases and directed to future 
situations. Equally germane to the theme were the intellectual 
arts, and here the problem became not that of art and science 
but that of art in science. 

The way in which the confused data of direct experience 
were transformed into the clearly formulated propositions of a 
rational science was by the use of those liberal arts he had 
already mentioned. For the trained mind every complex of 
presenting phenomena was a text to be read, translated into 
the grammar of science, rhetorically expanded, and logically 
interpreted. Thus in diagnosis the signs and symptoms were 
noted and translated into a technical language : that is, into an 
artificial linguistic construction which came to stand for pheno- 
mena. A complex process of classification in this language 
then ensued ; signs and symptoms were grouped into patterns 
and sequences, From these patterns and sequences what might 
be called their space-time relationships were clarified and 
the future course of events predicted—the process known as 
prognosis. 

There were further terms in the light of which the original 
data must be considered. The total complex must be considered 
in terms of a departure from normal function, of a reaction 
to endogenous or exogenous noxa, and of the Aristotelian 
modes of causation—in other words, a physiological, a patho- 
logical, and an aetiological analysis. Finally there came the 








~  —— 
logical interpretation and synthesis of the data thus revi 
from which emerged natural laws and general Principles, Ty; 
was the method of science, but who could deny that the i 
of insight, the ability to discern and develop analogies 
detect patterns and sequences, and to interpret logically O 
intellectual arts, varying from individual to individual, but 
stituting an integral element in scientific thought and activity a 
its best ? 

He touched briefly on the correlation of the ancient arts of 
grammar, rhetoric, and logic with diagnosis, prognosis and 
therapy in medicine, and with observation, prediction, and 
experiment in laboratory science. ; 


Academic Medicine in Peril 


In his concluding passages Dr. Walshe appealed espec; 
to professors of medicine for the highest degree of understand. 
ing of the foundations of thought and action in medicine 0 
that future practitioners might be prevented from declining t 
the level of craftsmen and technicians and the profession from 
becoming a chaotic muddle of technologists. How could medi- 
cine be worthily taught on its academic side unless by ming 
well versed in the liberal arts, understanding the Principles op 
which knowledge was ordered, and capable of expounding and 
showing in action the reasoning methods involved ? 


“The need for rebuilding the foundations of medicine was neye 
greater than to-day, when we are being swept along on a spate of new 
knowledge and new techniques, and have so little time for their due 
contemplation and integration. .. . If some philosophy of medicine 
does not find a home among us [in this College] where shall this 
be found ? Not, it is increasingly apparent, in the modern univer. 
sity, nor in a Ministry of Health, and, if we do not show ourselyes 
eager to promote such a philosophy, then the sum of our corporate 
activities as a College, whatever their immediate importance, becomes 
trivialized. History does not record what book it was that William 
Harvey was reading as he sat under a tree with the two younger 
sons of Charles I at the battle of Edgehill, but we may be sure it 
did not deal with consultant services nor with the pay and grading 
of specialists.” 

The Royal College of Physicians, if it was to survive as some- 
thing significant in the intellectual life of medicine, must remain 
a fountainhead of academic medicine, of true learning, the 
home wherein a philosophy of medicine found a permanent 
abiding place and disciples eager to learn and teach, and where 
the liberal traditions of medicine could look confidently for 
their defence against the constant threat of debasement by the 
technical arts and by the spiritually and intellectually oppressive 
materialist dogmas of the present day. 








ASPECTS OF RHEUMATIC DISORDER 
DR. PHILIP HENCH’S LECTURES 


On Oct. 13 two lectures were given by Dr. Philip S. Hench, 
Associate Professor at the Mayo Clinic, the first at the West 
London Hospital, where Dr.’ Hench spoke on_ psychogenic 
rheumatism, and the other to the Section of Physical Medicin 
of the Royal Society of Medicine, where he made a critical 
evaluation of current remedies for rheumatoid arthritis. 





Psychogenic Rheumatism 
In his first lecture Dr. Hench said that there were about 20) 
conditions which the layman called rheumatism. About half of 
these were forms of arthritis, and the others were musculo 
skeletal conditions. Some 85% of “rheumatic” patients ha 
one or other of the following conditions: rheumatoid arthritis, 
osteoarthritis, rheumatic fever, fibrositis, psychogenic rheu 
tism, gout, or gonorrhoeal arthritis. Osteoarthritis was a com 
posite of degenerative chondritis, osteitis, and fibrositis, with 
significant synovitis or systemic disease. Rheumatoid arth 
was a composite of proliferating synovitis, osteomyeill 
destructive chondritis, and secondary fibrositis, with system 
disease. In America and probably in this country the diagn 
of arthritis was made too indiscriminately. The criteria 0 
diagnosis should be as definite as for pulmonary tuberculosts. 
Of the many terms used to describe psychoneurosis maniiest 
by musculo-skeletal symptoms he preferred “ psychogetit 
rheumatism.” It connoted no rheumatic disease. Psychogemis 
rheumatism was one of the commonest of disorders. It ¥ 
manifested by pains in the muscles or joints or in both. It mi 
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‘ as the functional overlay of some traumatic 
st in its primary form it was not related to organic 
eng in its secondary form it was so related. It might be 

functional prolongation of a recently healed condition or a 
: rimposition of functional symptoms on a relatively minor 
oP ition such as traumatized joint or mild fibrositis. 
ribrositis was the chief rheumatic disease from which psycho- 
enic rheumatism must be differentiated. In general, fibrositis 
placed its victim at the mercy of change in external environments 
(such as heat or cold), while psychogenic rheumatism intensified 
or receded with change in internal environment (mood, excite- 
ment, worry, fatigue). The patient with psychogenic rheuma- 
tism Was tense, anxious, defensive, antagonistic—* I cannot 
describe it, doctor ; it is like vs ‘. The chief symptoms were 
tension, weakness, numbness, tingling, queer or tired sensations 
_“hurting all over,” as: the patients expressed ‘it—and con- 
tinuing day and night. Mental preoccupation gave marked 
relief, but he “ paid for it afterwards.” The pains followed no 
anatomical pattern. Stiffness was minimal or absent. In the 
psychogenic patient fatigue caused disability, whereas in the 
fibrositic patient disability caused fatigue. The psychogenic 
patient often showed aversion to remedies—* Nothing will help 
me, doctor.” Physiotherapy had variable results, sometimes 
making the patient worse. There was resistance to examination 
—the “ touch me not ” reaction—whereas in fibrositis the exam- 
ination found a co-operative patient. 

Dr. Hench mentioned, in recent cases of his own, the factors 
which had brought about psychogenic rheumatism—stern parents 
interfering with the child’s social development; unattractive 
girl dominated by mother ; “imprisoning” by parents; one 
vacation in ten years; sexual impotence ; June and December 
marriage ; sacrifice of marriage for dependent parent ; unfaith- 
ful, indifferent, or drunken spouse; father imprisoned for 
embezzlement—and so through many other fears and 
frustrations. 

Dr. Spencer Paterson, psychiatrist to the West London 
Hospital, who fol'owed Dr. Hench, said that it still remained 
difficult to assess the significance of the accompanying neurosis. 
He could not help wondering whether in Service cases the funda- 
mental difficulty was not the inadequacy of the patient for the 
life he was called upon to live, and the development of the 
neurosis represented failure to meet the stresses of military 
service. It was quite possible for a patient to translate his 
emotional conflict into pain. 

Dr. Hench replied that in the U.S. Army during the war 
psychogenic rheumatism was far down in the list of neuroses. 
He added that the pain that these patients endured was real, 
and he always impressed upon them the following, “ Now, I 
have not said that your pain is imaginary, it is real, and it is 
just as severe as you say it is. Don’t go home and say I said 
it was ‘all in your head.” And don’t go home and say that 
nothing can be done for it ; many things can be done for it.” 


—_ 


Current Remedies for Rheumatoid Arthritis 


In his second address, which was the Samuel Hyde Lecture 
of the Section of Physical Medicine, Dr. Hench, saying that 
he had nothing striking or wonderful to bring before his 
audience, discussed critically the current remedies for 
rheumatoid arthritis. 
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He put forward a basic programme of general measures 
for supportive treatment: (1) Increased rest for affected joints. 
(2) Physical therapy daily. (3) Simple analgesics. He thought 
they were remiss as therapists in failing to give the patient the 
relief which these afforded. (4) Nutritious diet (high calorie 
intake and vitamin supplements). (5) Removal of definitely 
infective foci as a non-specific measure. (6) Prevention of 
deformity by simple non-surgical or protective measures. He 
analysed the reports of a number of observers showing that 
these simple medical and orthopaedic procedures used alone 
brought -about the inactivation of the disease in 15% of cases 
and improvement in varying degrees in 38%, a total of significant 
results in 53%. When, however, this basic programme ,was 
combined with special measures such as gold therapy a similar 
analysis showed a quite satisfactory permanent result in 25% 
and improvement in 50%, the significant results thus making 
75% as contrasted with 53%. 

The refractory nature of rheumatoid arthritis was sufficiently 
shown by the number of remedies put forward for it. 


Dr. Hench showed a slide in which a remedy was listed for every 
letter of the alphabet, even including Z—“ zero-therapy ” (do 
nothing). The most promising field appeared to be chryso- 
therapy, with new “safe” preparations, new methods of admin- 
istration, and the use of BAL for controlling toxic reactions. 
Much was claimed for certain new gold preparations—calcium 
aurothiomalate and gold thioglycolanilide—which were said to 
be far less toxic than other forms, but with the former of these 
compounds certain reactions, sometimes severe, in the skin and 
mucosa had been noted. Colloidal gold was ineffective thera- 
peutically ; the colloidal particles were phagocytized by the 
reticulo-endothelium and little or no gold appeared in the 
plasma. With insoluble gold compounds the absorption and 
elimination varied and toxic reactions were prolonged. 

The old method of administering gold salts involved weekly 
100-mg. injections until 1-1.5 g. was given. This had dis- 
advantages in increasing the number of relapses and the toxicity. 
The new method consisted of weekly doses of 50 mg. until 
1-1.5 g. had been given, followed by small maintenance doses 
of 25 or 50 mg. bi-weekly for several months. With this method 
it was claimed that 80% of the gold was retained, the plasma 
content was constant at 0.4-0.8 mg. per 100 ml., and excretion 
in the urine was constant also—about 1 mg. daily. 

Dr. Hench also analysed the reported results of various 
workers on the use of BAL for severe gold toxicity. In 17 out 
of 18 cases of gold dermatitis there had been prompt cure. 
Altogether the balance sheet for chrysotherapy on the basis of 
recent reports was, on the credit side, complete remission in 
10-15% of cases and definite improvement in 50%, and there 
were no reactions in 50% and mild or moderate reactions in 
45%. On the debit side, little or no relief was afforded in 35% 
of cases, and severe though non-fatal reactions were experienced 
in 3-5% and (prior to BAL) fatal reactions in 0.4%. Con- 
trolled studies indicated that chrysotherapy was of definite value. 
It was the only treatment which would change fairly promptly 
the course of the disease in a significant percentage of cases. 
It might accomplish in six months or less what nature or general 
measures might take six years or more to achieve. 

Copper salts had been recommended for chronic polyarthritis 
by some workers, and Forestier and others claimed improve- 
ments with an intramuscular preparation, cupro-oxyquinoline 
sulphonate, but in America they had found -the results 
disappointing. 

Miscellaneous Remedies ‘ 


Among many miscellaneous remedies for rheumatoid arthritis 
streptomycin had not come up to expectations. Penicillin had no 
significant action on the course of the disease. Another prepara- 
tion for which something was claimed—antireticular cytotoxic 
serum (A.C.S.}—had given mostly negative or inconclusive 
results. There was no direct indication of any antirheumatic 
action of vitamins. In fact, the crowd of remedies reminded him 
of a cartoon in an American paper in which a hostess was 
shown introducing a distinguished doctor to her guests—‘ This 
is my friend Dr.——, who has invented a cure for which there 
is no known disease.” 

He passed in rapid review some of the remedies offered 
—for example, sodium gluconate, intravenous infusions of 
procaine, intragluteal injections of tubocurarine for relief of 
muscle spasm, this last a rather cumbersome and unsatisfactory 
way of handling a static situation, though it might be used in 
emergency. The results of radiotherapy were unpredictable. 
Venom (bee or cobra) had been advocated, and even extract of 
red ants. Transfusions of blood from pregnant women had been 
used, and he analysed the reports of seven workers from 1943 
to 1948, comprising 113 cases, 5% of which were said to be 
“cured” and about 50% improved, but he said he was not 
impressed by these figures. The use of blood transfusions in 
rheumatoid arthritis gave very variable results. He also 
analysed 18 reported cases in which splenectomy had been per- 
formed in chronic polyarthritis, with marked improvement in 
1, mild improvement in 7, and. temporary improvement in 2, 
but if there was an abnormal blood picture it might be restored 
to normal. It must be supposed that radiotherapy had some 
use in rheumatoid spondylitis. 

Finally, he mentioned the remissions induced by spontaneous 
jaundice, ranging from 64 to 96% in reported cases, and the 
remissions induced by pregnancy, ranging from 70 to 93%. 
These figures indicated that there was an unrealized potential 
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in these conditions which they did not know how to reproduce 
in treatment. The conclusion might be drawn that rheumatoid 
arthritis was potentially reversible and eventually would become 
therapeutically controllable. To the task of making it so they 
must bring new enthusiasm, new ideas, and new courage. 

Dr. C. W. Buckley said that the lecturer had not mentioned 
the use of sulphonamides in rheumatoid arthritis, as to which 
there had been two publications, one from America, putting 
forward opposite opinions. Dr. Hench replied that in America 
they were not enthusiastic about the use of the sulphonamides in 
this condition. A good many of his friends used them, but 
they never published their results because the improvement was 
so transient. 





ao, 


CONFERENCE ON STREPTOMYCIN 
MEMORANDUM FOR WHO 


At the third session of the Interim Commission of WHO held 
at Geneva in April, 1947, it was resolved to set up an expert 
committee on tuberculosis. In the first report’ of this com- 
mittee the various field activities and techniques for tuberculosis 
control were set out, and it was stated that the best contribution 
which WHO could make to tuberculosis research would appear 
to be in developing and recommending uniform procedures. 
Special problems would require the services of subcommittees 
expert in highly specialized fields. Among: the most urgent of 
these problems was the evaluation of new chemotherapeutic 
agents such as streptomycin, and a conference on streptomycin 
therapy in tuberculosis was convened in New York on July 30 
and 31. The following experts attended: Professor K. 
Choremis (Greece), Professor C. Cocchi (Italy), Dr. Robert 
Cruickshank and Dr. M. Daniels (United Kingdom), Professor 
R. Debré (France), Professor R. Dubois (Belgium), Dr. H. 
Corwin Hinshaw and Dr. H. McLeod Riggins (U.S.A.), with 
Dr. H. E. Hilleboe (U.S.A.), a member of the parent committee, 
as chairman. In addition, Americans expert in different fields 
of streptomycin therapy and in the pathology and bacteriology 
of tuberculosis were invited to attend the meetings. 


American Trends 


In the first three sessions the discussions covered the general 
principles of chemotherapy in tuberculosis, the results obtained 
with streptomycin in different forms of tuberculous infection, 
studies in combined chemotherapy, and laboratory methods 
for the diagnosis of tuberculosis and for the control of 
streptomycin therapy. The reports of members from some 
European countries gave a strong impression that acute tuber- 
culosis in childhood (tuberculous meningitis and miliary 
tuberculosis) was much more common there than in the U.S.A., 
and that the results with streptomycin in these acute infections 
of childhood were more encouraging than earlier reports had 
suggested. The present position in America was reviewed 





by Dr. J. Barnwell, of the Veterans’ Association, who analysed | 


over 3,000 treated cases; by Dr. Hinshaw, representing the 
Trudeau Society ; and by Dr. Riggins, of the American Tuber- 
culosis Society ; while Dr. Floyd Feldman outlined the trials 
now being sponsored by the U.S. Public Health Service. The 
tendency in American centres is to reduce dosage to 1 g. per day 
or 20 mg. per kg. body weight, with a resultant reduction in 
toxic reactions but with little obvious change in therapeutic 
effect, and to shorten the duration of treatment to 60. 42, or 
even 28 days in cases of pulmonary tuberculosis in the hope 
of preventing or minimizing the development of streptomycin- 
resistant strains of the tubercle bacillus. Remarkable results 
were reported by Dr. Edith Lincoln in the treatment of small 
groups of cases of tuberculous meningitis and miliary tuber- 
culosis with streptomycin and promizole (a sulphone com- 
pound), the latter drug being continued for many months after 
_streptomycin therapy was stopped. Dr. Daniels described the 
organization by the Medical Research Council of streptomycin 
trials in tuberculous meningitis, miliary tuberculosis, and pro- 
gressive bilateral pulmonary tuberculosis. Laboratory methods 
were discussed by Dr. Cruickshank and Mr. W. Steenken, while 
Dr. René Dubos made a strong plea for discarding “ egg- 
concoctions” in favour of the oleic acid—bovine . albumin 
diagnostic medium for the isolation of the tubercle bacillus.’ 


1 Bull. World Hith Org., 1948, 1, 205. 2 Amer. Rev. Tuberc., 1947, 56, 334. 





a 

At the final session, attended only by members of the WHO 

subcommittee, recommendations were drafted concernj the 
use and value of streptomycin in tuberculosis. The follow; 

points were stressed : wing 

an adjuvant 


In most forms of tuberculosis streptomycin is at best 

to other recognized therapies; its use is not devoid of risk jn 
development of toxic reactions, and, more serious, of strept the 
resistant tubercle bacilli which may be transmitted to cupesnds ~ 
tacts. The drug should at present be distributed through Goy, — 
or other responsible health agencies to hospitals and institutions 

it can be used under expert supervision. Patients with ty 
meningitis and miliary tuberculosis, in whom the use of the drug 
be a life-saving procedure, should have priority. In certain othe 
forms of tuberculosis—e.g., acute pulmonary, tracheo-bronchi 
sinuses, and fistulae—streptomycin, judiciously used, could be & Use 
ful adjuvant form of therapy. Size and duration of dosage could not 
yet be defined within narrow limits. The wide variations in 

of reporting the results of streptomycin treaiment from 
centres made comparison of the efficacy of different therapies impos. 
sible, and the committee urged the adoption of certain minimum 
standards of reporting which will render such comparisons 

and valid. WHO should continue to encourage and facilitate inter. 
national study and co-operation in researches on the chemotherapy 
of tuberculosis. 


The memorandum embodying these recommendations has 
now been accepted by the Tuberculosis Expert Committee ang 
forwarded for approval to the Executive Board of WHO, 
After the conference the delegates had a most enjoyable week. 
end outing to the Homer Folks Sanatorium, Oneonta, belongin; 
to the New York State Department of Health, where 
clinical and laboratory problems in the streptomycin therapy 
of tuberculosis were discussed in detail. 
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Reports of Societies 








POLIOMYELITIS IN ENGLAND AND WALES 


The meeting of the Section of Epidemiology and State Medicine 
of the Royal Society of Medicine, held on Oct. 4, with Sj 
Allen Daley in the chair, was devoted to the recent history of 
poliomyelitis in England and Wales. 

Dr. A. H. GaLe said that the statistical raw material for a 
study of poliomyelitis was even more unsatisfactory than for 
most of the other communicable diseases. Its defects were due 
to a large extent to the nature of the disease. The returns from 
the hospital survey which W. H. Bradley and he carried out 
during the epidemic of 1947 showed that among 6,762 patients 
admitted to hospital with a diagnosis of poliomyelitis or polio- 
encephalitis the diagnosis was subsequently confirmed in about 
70%. If they desired to have patients admitted early they must 
resign themselves to that order of error in the original diagnosis, 
In comparison with previous outbreaks the epidemic of 1947 
was remarkable rather for its wide distribution than for any 
very high incidence in particular localities. 

Where special inquiries were made the number of deaths was 
found to be rather smaller than was to be expected from the 
Registrar-General’s figures. The possible explanation was that 
an appreciable number of deaths occurred every year from 
obscure nervous diseases, and often these were ascribed in 
the certificates to poliomyelitis and polio-encephalitis, though 
whether they were really due to these causes was doubtful. 
The age incidence was generally considered to have risen during 
the last thirty years, though it had been suggested that this was 
apparent only and was due to the ageing of the population. 
This latter suggestion, however, was not borne out by a study 
of the figures. In the 1912-13 experience the incidence in the 
age group 5-10 was only 27% of that in the age group 5, 
and in the age group 10-15 only 8%; whereas in 1947 the 
incidence in the age group 5-10 was 84% of that in the ag 
group 0-5, and in the age group 10-15 it was 62%. The change 
in age of the population, therefore, would not explain what had 
happened. In 1947 the rate for the age group 15-25 was 36% 
of that for the age group 0-5. The distribution of notifications 
in the early stages did rather suggest that they had in polio 
myelitis an endemic disease which became epidemic rather than 
an importation from some outside source. 
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Oct. 23, 1948 
—— 
Field Investigations 
Dr. ALLAN MCFARLAN referred to the Malta epidemic of 
1942-3 and to the epidemics in Singapore and in Mauritius, 


in all of which there was a very sharp incidence lasting only 
for a few weeks, with a sudden rise and an equally sudden fall. 
Last year, when a widely diffused epidemic occurred in England 
and Wales, he set out to discover whether it showed the same 
characteristic. In Essex he found the same kind of geographical 

d along the main lines of communication as he had seen 
in Mauritius. In Eccles, Lancashire, again, there was an early 
geographical localization, and here also there was a high peak 
incidence. From various parts of the country he collected 
material relating to more than 900 cases. Among these were 
only 23 instances of two cases in the same family, and one 
instance of three cases; in the majority of these cases the 
second ‘had occurred within ten days of the first. The age 
distribution of the cases of which he had particulars was very 
much the same as in the cases of Bradley and Gale. Among 
24 cases from rural districts in Essex there were three in which 
direct contact was shown; six of the other patients had been 
in London from seven to fourteen days before their illness 
began, and in three other cases a visitor from London had 
come to the house or another member of the family had been 
to London in the same period. Of the cases gathered from 
the whole country 42% had not been away from home during 
the three weeks before onset. It might be that the shift in age 
incidence could be elucidated a little further from the figures 
obtained by field investigation. Instead of the former 60 or 
80% of the patients being under 5, those under that age in 
these cases in 1947 represented only one-third of the total. At 
the same time there were slight differences in incidence between 
occupational groups and between families who had baths in 
their houses and others who had not, and so forth. 

Dr. A. R. WILLIAMSON mentioned the epidemic as it affected 
Nettlebed, a village on the main London—Oxford road, situated 
on the lower Chilterns. From July 23 to Sept. 12, 1947, there 
occurred 20 cases of an obscure illness, six of which he notified 
as poliomyelitis ; he thought that perhaps he should have noti- 
fied all 20. It was an explosive outbreak, and the cases followed 
a remarkable periodicity, with one-week intervals between fresh 
infections. 

Mr. BENJAMIN, of the Statistical Department of the London 
County Council, gave some account of the 1947 outbreak in 
London. No special interest attached to the London map 
showing the distribution of cases geographically. Certain 
different levels Of attack were found in the different admini- 
strative areas, but no association was discovered between attack 
rate and social condition. The problem was viewed from the 
immunity angle, the attack rate being compared with the record 
of the previous ten years in the particular borough, but again 
there was no significant association. Nor did a study of the 
question in relation to returned evacuees appear to discover 
any significance. The epidemic curve in London was relatively 
smooth, without the sharp peak encountered in some other 
parts of the country. 

Dr. W. P. SWEETNAM gave an account of the epidemic in the 
Lancashire borough of Eccles (British Medical Journal, 1948, 
1, 1172), and Dr. C. O. STALLYBRASS commented on the absence 
from the discussion of any reference to milk transmission—first 
referréd to, he thought, in the outbreak in Liverpool in 1898— 
or of school infection. 





DIET IN HOSPITALS 


A meeting of the London County Medical Society (the new 
name for what was the L.C.C. Medical Society) was held at 
Friends House on Oct. 7, under the chairmanship of Dr. R. C. 
HARKNESS, when the subject of “ Nutrition in Hospitals ” was 
discussed. 

Dr. MaGnus Pyke said that no stockbreeder would accept 
the principle that he should give his stock a diet only sufficient 
to prevent deficiency disease. The minimum-cost diets for 
human consumption which were produced by economists were 
open to criticism on that score. Even the low-cost diet given 
in the B.M.A. Nutrition Committee’s report of 1933 was capable 
of improvement. The rational approach to a satisfactory diet 
had been suggested by Sir John Boyd Orr when he said that 
the proper consideration should be whether the diet contained 


optimal amounts of all nutrients. Of calories it might be 
thought that at this time of day it was unnecessary to say 
anything, yet some recognized diets were inadequate in this 
respect. On the question of protein there was a signal lack 
of agreement among investigators with different outlooks. 
Experimental physiologists gave one figure, and observers less 
restricted in their interests a very different figure. Statistically 
it had been shown that there was a high correlation between 
efficiency in its widest sense and a rich protein intake. In 
recent years it had been customary to pay comparatively little 
attention to the protein component in normal diet—‘ Look 
after the calories and the proteins will take care of themselves.” 
The estimate of 1 g. protein per 1 kg. body weight had been 
made. But there was an additional factor arising during ill- 
ness to which the hospital dietitian must pay special attention. 
During many illnesses there was a disturbance of protein 
metabolism, and numerous workers had recommended high 
protein diets in a wide variety of diseases. There were three 
good reasons why those responsible for hospital diets should 
pay attention to supplies of protein: (1) because the calorie 
requirement for patients in bed was reduced it was not safe to 
assume that the protein intake might be reduced pari passu 
without disadvantage ; (2) a special need for protein might arise 
as a result of the condition for which the patient had been 
brought to hospital; (3) hospital diets should be a model for 
and a guide towards the perfect diet. A rich protein diet would 
be one containing milk, and the milk would contain calcium. 
An improvement in the usual and often inadequate level of 
calcium in the British dietary might prove to have been one 
of the best methods of benefiting health. The national policy 
of fortifying flour with calcium appeared to be amply justified. 

The vitamin-A problem, Dr. Pyke continued, was complex, 
and its complexity had led unfortunately to a sceptical attitude 
about the value of vitamin A in the diet. Disturbances of 
vitamin-A absorption had been shown in a number of patho- 
logical conditions, including diabetes and certain fevers. One 
more nutrient to be mentioned was vitamin C, which was 
easily lost in cooking. An adequate supply of vitamin C was 
a constant preoccupation of those responsible for hospital diets. 
Here again it was not possible to be satisfied only with a mini- 
mum. The U.S. National Research Council gave an intake of 75 
mg. of vitamin C daily for the normal man and 70 for the normal 
woman. Vitamin C was important in the treatment of injuries 
and following operation; again, many of the common drugs 
affected the excretion of vitamin C. Ammonium chloride, for 
example, caused a substantial increase in excretion, and the 
same was true of aspirin, the sulphonamides, chloroform and 
other anaesthetics, and of many other substances. In 1943 the 
King Edward’s Hospital Fund survey revealed a deplorable 
state of affairs in some hospital dietaries. Since then efforts 
had been made to improve the diet. But material progress 
could not be achieved without other measures in addition to 
ensuring the adequacy of nutrients. One necessity was a better 
handling of the food, and another was attention to the aesthetics 
of meals. A large part of the attraction and appetizing value 
of a restaurant meal was in the manner of its service, and the 
same was true for patients in hospitals. 

Miss Simmons, dietitian of Hammersmith Hospital, asked 
why hospitals should tolerate a second-rate dietetic service. 
It was to be hoped, she said, that hospital kitchens would be 
brought up to date by necessary structural alteration and by 
the appointment of qualified cooks, who should have a higher 
status and an adequate salary. Many special diets in hospitals 
were necessary only because their nutritional values were higher 
than the ordinary diet, and if more attention were paid to the 
latter the need for some special diets would disappear. One 
point which might not be generally known was that 1 oz. of 
dried milk per day was allowed for every hospital patient and 
member of staff, and as all did not consume this amount it 
enabled a store to be accumulated for emergencies. She 
favoured a .system whereby food, kept hot on trolleys, was 
served in the wards in such a way as to permit patients a certain 
choice. It had been suggested that it was waste of time for 
nurses to serve food to patients, but surely feeding the patient 
was a form of nursing and gave opportunities for observation 
of the patients. The preparation of the food, however, should 
not be part of the nurses’ work. Miss Simmons concluded by 
saying that there was no reason why the same general high 
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standard of efficiency that was maintained in the best hotels 
should not also be maintained in hospitals. 

In some .general discussion it was suggested that the fact that 
patients obtained perhaps 30% of their calories from food sent 
to them from outside the hospital did not necessarily prove that 
hospital diet was inadequate, and in fact one constantly saw 
food returned after ward meals. The superintendent of a 
tuberculosis hospital said that 4,000 calories was the standard 
in his institution in pre-war days, but since the rationing system 
came in it had dropped to 3,500 calories or less. This speaker 
also expressed the view that food waste in hospita!s, which 
could not be measured without great difficulty, was higher where 
the diet was richer. Another speaker urged the desirability of 
changing the routine whereby the same dishes were served on 
the same days of the week. 





DEVELOPING NEW DRUGS 
FINE CHEMICALS GROUP 
The Fine Chemicals Group of the Society of Chemical Industry 
held its inaugural meeting at the Royal Institution on Oct. 5. 
Sir Jack DRUMMOND, F.R.S., chairman of the Group, presided, 
and the inaugural address was delivered by Professor J. H. 
BuRN. 

Professor Burn said that the work of pharmacologists 
obliged them to watch the development of new medicaments 
in industrial laboratories, and he had always believed that the 
university worker shou!d be willing to assist industrial labora- 
tories if he could, as a matter of public service. After recalling 
the early history of the production of fine chemicals for 
medicinal use and discussing the development of the manu- 
facture in particular of the arsphenamines, Professor Burn 
suggested that, but for the discovery of the value of sulphon- 
amides and the consequent revindication of chemotherapy, it 
was possible that the use of penicillin might still be unknown. 
One reason for the long interval elapsing between Fleming’s 
discovery of penicillin in 1929 and the demonstration of its 
curative value in 1941 was that in the early ‘thirties there pre- 
vailed a widespread belief that “an antibacterial agent for 
use in man was an impossibility.” Professor Burn referred 
briefly to the work of Fourneau which led to “stovaine ” and 
“ stovarsol,” and to the introduction of the first antihistamine 
substance, neoantergan (“ anthisan”’), by Bovet in 1944, a year 
before “ benadryl” was discovered by Loew, Kaiser, and Moore. 

As examples of important work on fine chemicals in this 

country Professor Burn instanced in the academic field the 
synthesis of thyroxine by Harington, the isolation of muscarine 
and d-tubocurarine by King, the preparation of stilboestrol by 
Dodds and Robinson, the preparation of penicillin by Chain 
and Florey, and the discovery of BAL (dimercaptopropanol) 
and its properties by Peters, Stocken, and Thompson. In the 
industrial field he mentioned the work of Glenny on diphtheria 
prophylactic and antitoxin, the introduction of large-scale 
manufacture of insulin in this country by Carr in conjunction 
with Dudley, the work of Sydney Smith on “ digoxin,” of Ewins 
on stilbamidine and on sulphapyridine, and “ the admirable work 
of Curd, Davey, and Rose on paludrine.” After quoting from 
Sir Henry Tizard’s presidential address to the British Associa- 
tion in September, Professor Burn said that it was not merely 
more research that industry needed to-day so much as increased 
application of what was already known. There must be many 
more men in executive positions in industry whose practical 
experience had been preceded by a scientific education. 
Directors must not merely be good business men who sought 
advice from scientific subordinates, the scientists must actually 
take a part in direction. Further, the value of industrial 
scientific workers cou'd be increased by allowing them to spend 
a few months in academic laboratories where new technical 
methods could be learnt, and also by submitting them to a 
minimum of rules and allowing a maximum of freedom. “ If 
the clock is forgotten, and provided the head of the department 
sets an example, many scientific workers will voluntarily work 
ten or twelve hours daily.” 


Immediate Objectives 
Professor Burn referred to work on tuberculosis, in which, not- 
withstanding streptomycin, the diphenylsulphones, and p-amino- 
salicylic acid, he considered the great discovery had yet 


a 
to be made; virus infections, in which chloromycetin and 
nitroacridine made in the Héchst laboratories might becnan 
important ; and cancer, which still remained for the Most 
an unsolved problem. It was one thing to deal with . 
in the blood and extra-cellular fluids, and quite another tp 
destroy agents which lived inside the cell or even in the n 
More rapid progress might be expected in veterinary medic 
because the application to animal and bird diseases of the 
advances made since the introduction of the sulphonamids 
had not yet been fully worked out. Many new problems of 
drug administration had arisen and offered scope for Profitable 
investigation. Turning to the work of university pharmaco. 
logical laboratories, Professor Burn said that despite the criti. 
cism that too much time was spent investigating problems of 
academic interest which, because of the very methods 
could not be expected to lead to a fundamental discovery, the 
importance of elaborating quantitative methods for the estima. 
tion of biological properties was indisputable. Since 1926 
chemical work had been greatly facilitated hy the introduction 
of methods of biological standardization, the principles of which 
were now universally accepted. Tribute was due to Sir Henry 
Dale for gaining acceptance of the principle of comparatiye 
methods and of the necessity for international standards, , 
thought the decision of the Pharmaceutical Society to establish 
a laboratory for the study of biological standardization hag 
had an important influence, for it compelled a concentration 
of attention on standardization which would not otherwise haye 
been attained. 

Another contribution of the academic pharmacologist stemmed 


from the classical work of Dale and Laidlaw and their colleagues | 


Carr, Barger, and Ewins on adrenaline and sympatheticomimetic 
amines, and on histamine and acetylcholine. More and more 
did it appear from subsequent work that adrenaline, histamine, 
and acetylcholine were three substances which the body used 
for many different purposes. It now seemed that a large number 
of chemical substances acted in the body by modifying or inter. 
fering with the action of adrenaline or histamine or acetyl- 
choline. It was possible that local anaesthetics and analgesics 
were substances which antagonized the action of acetylcholine 
at sensory nerve endings or in other parts of the central nervous 
system, and that the power of substances to lengthen the refrac. 
tory period of heart muscle might be related to their antagonism 
to acetylcholine in the metabolism of cardiac tissue. The inter- 
relation of properties of local anaesthetics, spasmolytics, and 
analgesics made it worth while to examine all compounds pre- 
pared to exert one of these properties for its possession of the 
others. A substance introduced as a local anaesthetic, for 
example, might be a still better spasmolytic. It was probably 
because antihistamine substances possessed the other proper- 
ties that they produced side-effects. The grouping together of 
many properties as fundamentally the same was useful in that 
it brought some order into the long list of apparently unrelated 
plant alkaloids. The similarity in many properties of atropine, 
papaverine, and quinine, and of conessine from Kurchi bark 
and quinine, suggested points of biochemical similarity which 
assisted towards an understanding of their relationships. 








Preparations and Appliances 








OPERATING SPECTACLES 


A surgeon writes: Ultimately most surgeons wear glasses 
to operate. Ordinary spectacles steam up when one is masked 
for operation. By the application of a special preparation 
or of soap, and by polishing the lenses, this can be avoided. 


— 


This is satisfactory, but it is quite frequently overlooked. A 
further way to eliminate this blurring by condensation is ly 
using glasses with small lenses which allow the free circulation 
of air around them. A pair of such spectacles which have 
proved satisfactory in practice have been made by Messi. 
Dixey, who tried various-shaped lenses until those illustrated 
were arrived at. 
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Globin Insulin 


Sir,—Perhaps you will allow me to reply to the letters about 
my paper on globin insulin (July 24, p. 191). Three main 
criticisms are made. 

First, your leading article (p. 209), Dr. Ian Murray (Aug. 7, 

313), and Professor D. ‘M. Dunlop and Dr. J. B. Donald 

(Aug. 14, P. 352) sound a warning against oversimplification 
with, it is implied, inadequate control. My experience shows 
that adequate control is attained in a large number of cases 
by one dose of globin insulin a day, and it is surely in the 
interest of the diabetic person that his regime should be simple 
and should interfere as little as possible with his working life. 
Those who have used globin insulin agree that it is useful in 
mild and moderate cases, and since 70-75% of ambulant 
patients need less than 40 units of insulin they come into this 
category. The question of stability is different, and I should 
have expressed my conclusion better if I had written “ stable 
and uncomplicated cases.” Many diabetics on large doses of 
insulin are stable and do well on globin insulin. (I gave 
examples.) The unstable are fortunately a small minority ; 
their insulin needs may be large or small, and the instability 
is often due to a complication such as renal disease, lowered 
renal threshold, or flightiness of life. As Dr. Murray points 
out, multiple doses of soluble insulin are the only means of 
attaining a reasonable balance. 

The second point made in your leading article, and by 
Dr. R. D. Lawrence (Sept. 18, p. 572), is that globin 
insulin is too much like Hagedorn’s delay insulin to be 
of any use in a single dose. This dictum does not corre- 
spond, with experience. The duration of action of any insulin 
is due to the rate of absorption, which varies with factors other 
than its own properties—e.g., the magnitude of the dose, the 
condition of the skin and subcutaneous tissues at the site of 
injection, and the state of the circulation. Globin insulin 
resembles delay insulin in that the average duration of action 
is longer than that of soluble insulin and shorter than that of 
protamine zinc insulin. Experience has shown that it controls 
the blood sugar during the 24 hours in the majority of cases 
and that it is less prone than P.Z.I. to give reactions at night. 
The fact that reactions have occasionally occurred in the early 
hours of the morning is a further proof of the length of action. 
In only a minority of cases it fails to control the blood sugar 
in the evening and night. 

The third question concerning diet is raised in your leading 
article and by Dr. Murray. They stress the importance of 
constancy ; I agree that constancy is a sine qua non in the 
success of all insulin therapy, and I indicated how the principle 
is carried out by my patients. Dr. Murray takes exception to 
one of my examples who stated that he eats “mountains of 
bread and potatoes.” Although this is an “ uncertair quantity ” 
as measured by scales (surely now passed into the limbo of the 
Allan era), it does not vary from day to day. The diet of an 
English farm worker who omits sugar and jam is regular, 
monotonous, and constant to a degree difficult to attain in 
towns even under rationing. The boy is subject to the tempta- 
tions of a large family, school, ice creams, etc. His mother 
is intelligent and conscientious, and he is not allowed sugar 
or jam and in actual fact maintains a steady balance. 

I hope that the experience with globin insulin which I have 
described will encourage its wider use. It has suffered from 
the argument, “ Globin insulin is identical with delay insulin ” 
—a false premise—‘ delay insulin in a single dose was not 
successful”—was it extensively tried 7—‘“therefore globin 
insulin will not control the blood sugar during the twenty-four 
hours.” My answer is that it does.—I am, etc., 

Hove, Sussex. G. M. WavucHopE. 


Post-gastrectomy Syndrome 
Sir,—On reading Dr. W. T. Irvine’s article (Sept. 11, p. 514) 
I felt that my own experiences, as being slightly different 
from his findings, might be of interest. I underwent partial 
gastrectomy in August, 1947, for duodenal ulcer of 10 years’ 
standing, and on leaving hospital was very soon eating con- 


siderably larger meals of any and every food than I could 
before operation, without any untoward results except on one 
occasion when I was very sick after drinking a cup of cream 
in mistake for milk. 

Soon after returning to work in December I began to experi- 
ence severe nausea on getting up, 20 minutes or so after a 
good strong cup of tea with plenty of sugar. This generally 
put me off my breakfast bacon and eggs and persisted till about 
half-way through the morning surgery, but on several occasions 
was only relieved by vomiting. Most mornings at about 10.30 
or 11 o’clock all the symptoms then described by Dr. Irvine 
started—giddiness, dizziness, sweating, tremor, and feeling 
faint. These responded within a few minutes to large doses 
of carbohydrate, though on one occasion it needed two cups 
of hot milk with 2 oz. (60 g.) glucose, a bar of chocolate, two 
pieces of cake, and two bananas. 

Later I began having nausea immediately after tea as well. 
Having by then lost over a stone in weight, I was advised 
that the nausea might be due to tea and coffee. I gave these 
up and took a few 4-gr. (16-mg.) tablets of phenobarbitone, 
and the symptoms both of nausea and post-prandial dizziness, 
etc., disappeared completely and have so far only recurred 
slightly during the early morning while cruising in a sailing 
yacht. 

It would seem therefore that in my own case the symptoms 
could not have been due to the bulkiness of the meal, occurring 
as they did after a light breakfast of tea and cereal with plenty 
of glucose and sugar and after afternoon tea with again plenty 
of honey, treacle, and sugar in the tea. Incidentally my 
symptoms were exactly the same prior to operation and 
responded to exactly the same treatment. 

Blood-sugar tests revealed a considerable hypoglycaemia, the 
curve being at its lowest at about the time of onset of symptoms. 
Dr. Irvine’s suggestion that these might be caused by stimulation 
of the sympathetic system is interesting. Might worry be one 
of the precipitating factors ? I gave up worrying after July 5.— 
I am, etc., 


Shanklin, L.O.W. F. LinDsay DICKSON. 


Carcinoma of the Breast 


Sir,—The article by Sir Cecil Wakeley (Oct. 2, p. 631) on 
carcinoma of the breast is of great interest, as it reviews his 
conclusions from a wide experience of the subject. The 
technique of radical excision which he describes, starting with 
the clearing of the axilla and continuing down the lateral chest 
wall and leaving the reflection of the medial flap to the end, 
is, I think, the best sequence to follow, and the deferment of 
the dissection of the medial flap, which I have employed for 
the last 24 years, by the reduction in haemorrhage which it 
entails undoubtedly leads to improvement in the post-operative 
condition of patients. 

There are two points, however, on which I would like to 
comment. 

(1) It is an axiom of surgery that an incision should be 
planned to give as direct access as possible to the area which 
has to be dissected, and it will be noted that in Wakeley’s 
description of the operation the skin incision and the line of 
dissection of the axilla and the side of the chest cross each 
other. The incision which I now prefer is one which starts 
horizontally over the cleft between the clavicular and costo- 
sternal heads of the pectoralis major. As this incision 
approaches the anterior fold of the axilla it is made to curve 
downwards towards the tumour, which it skirts in a curve on 
its lateral side before passing on to the epigastrium. The 
horizontal part of the incision overlying the axilla and anterior 
axillary fold is deepened from the medial end laterally to 
expose the subscapular vessels, and this can be done with very 
little undermining of skin and, therefore, with diminished 
bleeding. < 

I think it is quite unnecessary to divide the pectoralis close 
to the humerus, as recurrences do not occur in this area and 
dividing the muscle an inch or more from its insertion avoids 
unnecessary dissection of the skin. When the axilla has been 
cleared the vertical portion of the incision is deepened and the 
dissection proceeded with as described by Wakeley until the 
breast and muscle have been separated from the chest wall. 
A curved incision is then made in the skin medial to the 
tumour, completing the usual ellipse, the medial flap is freed, 
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and the specimen removed. The resulting scar is, in my 
opinion, less objectionable than the usual orthodox one. This 
incision is applicable to the great bulk of cases, but it is not 
suitable for those growths which are placed well towards the 
medial margin of the gland. 

(2) There is no doubt that interference with the ability of 
the patient to raise the arm above the head after operation 
depends mainly, if not entirely, on the level at which the 
lateral flap becomes adherent to the chest wall. This flap is 
raised when the arm is vertical, but it is intolerable to the 
patient to attempt to keep the arm in this position during 
convalescence. The result is that in spite of any padding that 
may be employed in the axilla the lateral flap tends to slide 
down and, though the patient may be able to raise the arm well 
during the first day or two after the operation, at the end of a 
week the flap will have become partly fixed and vertical 
abduction will be to some extent restricted. This slipping of 
the flap downwards can be obviated by the insertion of two 
or three catgut stitches between the deep surface of the flap 
and the upper intercostal spaces—a procedure which also 
obliterates dead space and reduces drainage to a minimum. If, 
as in some cases, it is found difficult to get a hold on the deep 
surface of the flap with the stitches, then silk stitches can be 
inserted in the intercostal muscles, their ends being brought out 
through separate punctures in the skin and tied over small 
gauze swabs. 

I believe this refinement of technique helps considerably to 
avoid restriction of movement after operation.—I am, etc.° 

Birmingham, 16. J. W. Rippocu. 

Vagotomy 


Smr,—I beg to question two important statements in the 
annotation entitled “ Reports on Vagotomy” (Oct. 2, p. 652). 
It is stated that Vanzant found a late return to normal of gastric 
acidity after vagotomy in dogs. The reference given is to a 
publication of Vanzant’s of 1932 which dealt with only three 
dogs. 

In 1947 she published’ the results of her more prolonged 
experiments with ten dogs, from which she came to these con- 
clusions : that the acid response to a meat meal, though reduced 
at first, recovers to some extent after a few months and then 
falls again ; and that the acid response to histamine becomes 
greatly reduced and shows no recovery at all. Since the 
response to a meat meal is believed to be at least mainly 
hormonal in origin, it was surprising that vagotomy had any 
effect upon it whatever. Vanzant showed that it was due to 
a reduced reactivity of the gastric mucosa. 

The operation of vagal resection in man is aimed at the all- 
important resting secretion, and this Vanzant did not investigate 
in her dogs. In Orr’s and my series* of vagotomies started 
nearly four years ago and now numbering over a hundred 
we have repeatedly found continued depression of the histamine 
response as well as of the spontaneous resting secretion, nor 
have we found any return of the totally abolished insulin 
response. 

It is also stated in the annotation that there have been several 
reports of patients dying from a painless perforation after 
section of the vagi. I know of reports where this has occurred 
after both vagotomy and thoraco-lumbar sympathectomy com- 
bined, the sympathectomy being almost certainly responsible 
for the anaesthesia of the peritoneum and possibly also for 
the flare-up of the ulcer. I can trace no publication recording 
painless perforation after vagotomy alone, and would be grateful 
for the references not given in the annotation.—I am, etc., 

London, W.1. H. DAINTREE JOHNSON. 

REFERENCES 


1 Gastroenterology, 1947, 8, 768. 
2 Lancet, 1947, 2, 84. 


*." Mr. Daintree Johnson correctly summarizes Vanzant’s 
conclusions after her more prolonged experiments, but it is 
worth noting that motility returned almost to normal in seven 
out of ten dogs. In humans Moore and others (J. Amer. med. 
Ass., 1947, 133, 741) also found that fasting acidity and 
motility returned to normal or almost normal by the end of 
one year. Alvarez in the paper quoted in the annotation 
mentions painless perforations, and an account of a case is 
given by Walters and others (Arch. Surg. Chicago, 1947, 55, 
151).—Eb., B.M.J. 
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Reactions to Intravenous Sclerotics 


Sir,—I have read the comments of Dr. R. E. Sid 
(Oct. 2, p. 661) on my report (Sept. 18, p. 573) of te a 
of acute allergy following intravenous injections of sodi 
morrhuate. I feel that Dr.-Sidebotham has missed the poll 
of my letter, which was not to add two more descriptions of 
allergy to the list but to point out (1) the acquisition of an 
allergic state after a long period of time during which several 
injections were given—in the first case after the 16th injection 
and in the second case after the 25th injection—ang (2) a 
repetition, in my second case, of an allergic reaction after 
changing to a completely dissimilar chemical substance 4 

I have used monoethanolamine oleate on a number of 
occasions and have found the sclerosing reaction so unreliable 
that I abandoned it several years ago. I think I have used 
most of the intravenous sclerotics, but I have never found that 
any of them approach sodium morrhuate in reliability for 
giving satisfactory occlusion. One important point in the 
technique is to get the assistant to maintain digital pressure fo, 
5-10 minutes at the point of puncture immediately after the 
injection is made; this gives the sclerosing agent time to agt 
before it is swept along the vein. 

My view is that most cases of collapse with intravenoys 
sclerotics which one sees occasionally are not true allergic 
cases, for in them there is no urticaria and no oedema of mucous 
membranes. My own observation of them is that they are of 
psychological origin and are caused by (1) using the standing 
position (the best) ; (2) the necessarily slow and deliberate nature 
of the injection, sometimes involving subcutaneous “seeking” 
of the vein and puncture of subcutaneous nerves ; and (3) the 
use of ether or other odoriferous liquid as a skin cleanser, | 
have noticed that what few such collapses I have had have been 
at the patient’s first attendance. 

One must not minimize the extreme severity which psycho- 
logical collapse can assume. The worst case of psychological 
shock which I have ever seen occurred while I was injecting 
varicose veins, but in this case the reaction occurred in the 
husband and not the patient —I am, etc., 

Purley, Surrey. 


C. E. TAytor. 
National Hearing-aid 


Sir,—The contentions put forward by Mr. A. Edwin Stevens, 
Governing Director of Amplivox, Ltd. (March 27, p. 619), are 
almost exactly those advanced in New Zealand by commercial 
vendors of hearing-aids when the New Zealand Department of 
Health’s scheme was first mooted. The claims made have been 
disposed of completely in New Zealand by hard facts. 

To those with a knowledge of the incidence of deafness in 
the various countries of the world the only criticism possible 
of the United Kingdom Government’s estimate of the number 
of people likely to need instrumental assistance is that it is 
rather on the low side. American and New Zealand data 
disclose a higher percentage of the population in need of aids, 

That the vast majority of deaf people have not seen a hearing- 
aid is probably true. The high retail cost of aids is responsible 
for this. It is unreasonable to expect people to be familiar 
with objects that in the past have been so completely beyond 
their reach. That there is no widespread aversion to the use 
of aids is proved by the flood of applications received by New 
Zealand Hospital Hearing-aid Clinics immediately the avail- 
ability of hearing-aids under the Social Security Benefit was 
made known to the public. Each release of New Zealand 
Government “ Universal” aids results in an increased number 
of applications, as the aids are shown to friends and relatives 
also in need of them. The New Zealand experience may reason- 
ably be used to anticipate English experience, for the New 





Zealand “ Universal ” aid closely resembles that to be provided 
by the British Ministry of Health. Prototype aids built to the 
English specification and with the recommended components 
disclose almost identical performance. 


High standards in mass production are a matter of efficiency of 
inspection. In any case there is hardly an aid in commercial pro- 
duction in the world to-day that is not more or less mass producet 
Contrary to the opinion of Mr. Stevens, there is a standard aid 
suitable for the great majority of cases of hearing loss. This has been 
proved beyond doubt by the investigations made at the Harvard 
laboratories, U.S.A., as well as the comprehensive investigations made 
by the special committee in England. If further proof were necessary, 
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. : New Zealand experience in the issue of some 
it 1S ed , & results secured from their use. The English 
1,500 refers in its Report No. 261, Hearing Aids and Audio- 

to the need for special aids in a minority of cases. Such 
sant model aids are in any case not provided at present by com- 
aa interests. New Zealand experience shows that bone conduc- 
-, aids are rarely of benefit, apart from those necessary in 


middle-ear uration. 
The ondboene use of an aid certainly depends on a number of 
factors, aS stated by Mr. Stevens. These factors are age, education, 
‘od of existence of the handicap, and its type and degree. These 
factors operate regardless of whether a mass-produced high-price 
commercial aid is used or one issued by the Ministry of Health. 
Report No. 261 does not “admit the unreliability of crystal 
receivers ” as claimed by Mr. Stevens. It states, “ They are liable to 
have a short life as a result of excessive forces which are applied 
to the crystal.” The design of the English committee’s aid is such 
that excessive forces are not applied to the crystal. It would appear 
that the limited use by English manufacturers of crystal receivers 
has in some cases prevented their appreciation of design requirements. 
This is indicated from a technical examination of several different 
English post-war models using crystal receivers. In one model there 
was no provision for limiting the aid output. At full volume-control 
setting loud speech or noise generated an output voltage of nearly 
40 volts, R.M.S. The effect of this on both the crystal and the 
yser’s ear is obvious. In another model the receiver was connected 
directly across the choke. The cost of an output condenser was 
saved, but when the choke was burnt out, as sooner or later it would, 
by electrolytic action arising because no provision had been made to 
disconnect the “B” voltage when the aid was not in use, the 
receiver would also be destroyed. In a third model examined the 
output condenser used was of insufficiently high quality. Current 
leakage present would sooner or later destroy the receiver. The 
tal direct-insertion type of receiver has been used in many 
thousands ef aids in New Zealand over a period up to twelve years. 
The record8 disclose that failures are extremely rare, and those that 
do fail usually may be traced to mechanical damage following care- 
less handling. Their outstanding advantages of extremely light 
weight, small size, and high sensitivity make them particularly suit- 
able for use with hearing-aids, but of course they are more expensive 
than magnetic receivers. ; : 7 
There has been no reaction against the use of hospital hearing-aids 
clinics in New Zealand. On the contrary, there is widespread and 
warmly worded appreciation of the facilities provided. The charity 
atmosphere has been entirely removed from New Zealand hospitals. 


Commercial hearing-aid vendors throughout the world have 
long claimed that the reason for the tremendous difference 
between the actual cost of aids (in the vicinity of £6 to £7) and 
their retail price (from £30 to £78) was due to the cost of the 
extensive after-sales service they had to provide. The hard- 
of-hearing have just as persistently claimed that vendors have 
enjoyed their great margins of profit without in the vast 
majority of cases making any effort to provide adequate after- 
gales service. Mr. Stevens will no doubt be consoled by the 
thought that the public is the best judge of the service it 
receives or has received, and if that afforded in the past by 
commercial vendors is as good as claimed then commercial 
vendors may confidently anticipate at least a share of the 
business of the hard-of-hearing when the distribution of free 
aids begins. 

It is true that an alternative to the free Government aid is 
provided in New Zealand by means of a £15 subsidy on 
approved commercial aids provided they bear and comply with 
the New Zealand Standard Mark. It is significant that less than 
10% of applicants seek the subsidy rather than the free aid. 
The many pathetic letters from victims of high-pressure 
unscrupulous salesmen and meretricious advertisements caused 
the New Zealand League for the Hard of Hearing to press for 
protection for purchasers. The League has very little sympathy 
for some vendors whose oncoming elimination will be the 
result of their lightly restrained greed.—I am, etc., 
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Jas. HARDIE NEIL, 
President, The New Zealand League 


Auckland, New Zealand. for the Hard of Hearing. 


Use and Abuse of Tonsillectomy 


Sir,—I would like to say from the general practitioner’s point 
of view how sincerely I agree with the letter from Messrs. 
D. F. A. Neilson and G. H. Bateman (Oct. 2, p. 660). There 
are times when I feel that there is almost no more useful pur- 
pose to which a hospital bed can be put than for Ts and As in 
Properly selected cases. Further, I can see no justification for 


the theory that the operation should not be performed in 
winter ; it is true that it should not be performed’ on children 
with colds, and if hospital staffs are watchful it very seldom 
is, but I have never encountered any real ill effects from doing 
the operation in the winter. After all, the worst of the common 
catarrhal infections of childhood, measles, is often more pre- 
valent in summer than winter, and so, if there is anything in _ 
this theory, would it not be safer to restrict the operation to the 
six weeks or so between the “flu” and measles seasons? In 
this connexion it is worth remembering the recent poliomyelitis 
outbreak, in which tonsillectomy virtually ceased against the 
better judgment of many surgeons. A few cases of polio- 
myelitis may have been prevented in areas where it was pre- 
valent, but in this town the waiting list for tonsillectomy rose 
from about 50 to about 500, and the length of wait from a 
week or two to nine months, which in my opinion has been 
responsible for a great deal of unnecessary morbidity.—I am, 
etc., 
Colchester, Essex. J. N. FEL. 
Trilene as an Analgesic 


Sir,—I should like to thank Dr. C. Langton Hewer and 
Professor R. R. Macintosh for their replies (Oct. 9, p. 691) 
to my letter (Sept. 25, p. 620) and for their assurance that the 
matter is under “active consideration.” This expression, how- 
ever, has a depressing familiarity about it and will bring little 
comfort to the many thousands of patients who remain 
unrelieved in labour to a degree quite unjustified in these 
modern times. 

Professor Macintosh refers to the unconscious patient. I do 
not believe that it is possible, under the conditions specified, 
for loss of consciousness to be produced in any patient, no 
matter what the individual susceptibility, the depth of respira- 
tion, or the room temperature may be. Short of complicated 
tricks, difficult to arrange, such as placing the inhaler in hot 
water, maliciously overfilling it, etc., such a risk is non-existent. 
At all events it is very much easier, by atcidental or unfair 
means, to produce a dangerous situation with gas-and-air 
machines than with a “trilene” inhaler. I have seen it occur 
more than once. The risks of gas-and-air analgesia in the 
hands of midwives were for long exaggerated and the difficulties 
thought insuperable, but both were quickly overcome directly 
practical action began. 

Discussion of this subject could be endless, so I must content 
myself with making my plea for a much more sympathetic 
attitude to these cinderellas of medicine, largely forgotten and 
left with precious little aid or attention in this respect. More 
sympathy and more personal experience of the actual condi- 
tions which exist would lead to greater activity and quicker 
results and would go far to remove what is, I believe, the one 
remaining blot on the escutcheon of British obstetricians.— 
I am, etc., F 

London, W.1. F. NEON REYNOLDs. 
Fibrositis 

Sir,—Dr. I. H. Milner (Oct. 9, p. 691) complains that my 
letter (Sept. 25, p. 617) “adds very little clarity ” to the article 
of Dr. James Cyriax (July 31, p. 251). 1am glad to say that 
this is due to a misunderstanding. My letter contains in the 
main two points : 

(1) A statement of facts: non-articular rheumatism is, for 
practical purposes, due to and caused by a “ myalgia,” defined 
as a muscular disease characterized by the well-known sub- 
jective symptoms and by objectively localizable “ myalgic 
spots,” which can be ascertained in anatomical points of a 
muscle—viz., origin, insertion, the border or its course, and 
its tendon, ligaments, etc. The diagnosis has to be made nor 
by “tender spots,” which are purely subjective, but by objec- 
tive criteria independently of patients’ complaints. Appropriate 
injections of procaine relieve the complaints and lead to a 
rapid cure. 

(2) I have put forward the hypothesis that myalgia is a func- 
tional disease the dynamic pathology of which can best be 
explained by a deficient circulation in the “myalgic spots,” 
the root of the disease. The deficient circulation leading to a 
relative oxygen want (hypoxia) is brought about by a relatively 
diminished blood flow, defined as the quantity of blood passing 
through a unit of tissue per minute. The latter might be 
caused either by vasoconstriction (sympatheticotonia), or by 
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local vasodilatation leading to a stasis of the blood in the 
capillaries. The latter mechanism of pain, the leading symptom 
of myalgia, is for instance responsible for inflammatory pain. 
The details will be given in a paper, “ A General Theory of 
Pain,’ which I hope will be published in the near future.— 
I am, etc., 


London, N.W.11. M. G. Goon. 


Surface Phagocytosis 


Sir,—The fact that you make no mention in your interesting 
review (Oct 9, p. 687) of the work of W. Barry Wood and his 
colleagues of certain other activities of leucocytes suggests that 
these may not be as well known as they should be. Leucocytes 
in fluids such as urine and sputum are often seen to send out 


pseudopodia around objects encountered, such as epithelial. 


cells. That this activity is not engendered by anything specific 
to the epithelial cell is shown by precisely similar behaviour 
if a leucocyte comes in contact with an air bubble, long pseudo- 
podia run out round the bubble. It would be interesting to 
see whether bubbles of an inert gas would elicit the same 
response. 

The phagocytosis of bacteria in such fluids is evidently a 
complicated phenomenon. In urine a substance can sometimes 
be seen streaming from the surface of the leucocytes to which 
motile bacilli stick in huge numbers. On other occasions, and 
particularly with non-motile bacteria such as streptococci, 
classical amoeboid phagocytosis usually takes place. The 
phagocytosis: of large numbers of dead and moribund cells 
occurs in a rather different way, by means of long filopodia 
surrounding the masses, usually numerous leucocytes co- 
operating. 

The approach by Wood in an attempt to distinguish the 
leucocytic and humoral factors seems most promising.—I am, 
etc., 

Cirencester, Glos. 


Teaching Occupational Medicine 


Sir,—I would like to endorse Dr. Richard Schilling’s remarks 
(Oct. 9, p. 694) with reference to the teaching of occupational 
medicine. One of the difficulties of planning a course of studies 
in this subject is that all those taking it are probably destined 
to work in widely different fields and require different specialized 
knowledge. 

While the basic principles of, for example, environmental 
control, placement of workers, rehabilitation of the sick and 
injured, maintenance of records, and the aetiology of specific 
occupational disease remain constant and can and should be 
included in any course of instruction, the infinite variety of 
environment and hazards which occur in different industries 
makes it quite impossible to provide detailed teaching on them 
all. Nevertheless it is desirable that the possession of a D.I.H. 
should reflect a competent knowledge of the more important 
health hazards of the working environment from which the 
budding industrial medical officer can take off into the toxico- 
logical and other ramifications of his own industry. 

Industrial law is a difficult subject to teach and make 
interesting to the average student. At the same time, if it is 
taught at all it must be taught in detail, otherwise it is worse 
than useless. The difficulty again is to know where to draw 
the line. Finally, I quite agree with Dr. Schilling that the 
D,.P.H. and D.LH. courses are capable of far more amalgama- 
tion than exists at present. This would undoubtedly benefit 
both pupils and teachers.—I am, etc., 


Ed‘nburzh. 


R. E. Hope SIMPSON. 


CATHERINE SWANSTON. 


: Resuscitation by Rocking 

Sir.—Referring to the article by Dr. F. C. Eve and the late 
Dr. N. C. Forsyth (Sept. 18, p. 554), I am sure that all will 
agree that Dr. Eve has done a great service in emphasizing the 
value of rocking in the treatment of asphyxia neonatorum and 
in calling attention to the too frequent “ quiescent” treatment 
of shock. But in my opinion bias in favour of one particular 
method of treatment should be avoided for fear of overlooking 
other useful methods. 

Long before Dr. Eve gave to this country the life-saving 
rocking stretcher I saw “Mother Gamp” rocking a lifeless 
baby and splashing its body with cold water. She didn’t know 
the value of the diaphragm in enlarging the capacity of the 


nerves, but I have heard her say, 
coming.” 

In my opinion it is wrong for Dr. Eve to 
resuscitation of a drowned boy of 14, or of two Pres nos the 
injured, with a child which has never breathed, When 2 
suggests, “ Take care of the circulation and leave respi hs 
to take care of itself,” he is slashing at established oa 
and reopening the acidosis argument which Professor Yandel} 
Henderson and others so completely closed. 

Frequently in the good old days rocking had to be helped 
by mouth-to-mouth inflation with 4% (or more) of my 9 
CO., but since 1932 I have carried a supply and often waa 
a concentrated cose. In the last score of newborn asphyxias 
this treatment has given complete success, and I have had 
fatalities. _ Moreover, some of my babies which caused is 
anxiety at birth but failed to cry lustily during the first i. 
days have been given a whiff of concentrated CO, in order to 
avoid any area of atelectasis. I have invariably seen excellent 
results. Thus my long experience goes to disprove Dr. Eve's 
claim that 7% CO, is a deplorable poison.—I am, etc., 


GILBERT Burner. 


“It’s all right, it’s colour, 


Hemel Hempstead, Herts. 


Scope of Geriatrics 


Sir,—I see in your columns an advertisement for a “ geriatric 
specialist” to be in charge of the chronic-sick wards Of a 
hospital. May I suggest that geriatrics, which is the care of 
the aged, is not quite synonymous with charge of the chronic 
sick ? Old people are often acutely ill with such diseases as 
bronchopneumonia, coronary thrombosis, infections of the 
urinary tract, and so on. Some of the chronic sick are definitely 
not in the senile age group and are really untreatable disorden 
in relatively young folk. Success in the practice of geriatrics 
is measured by the prevention of serious crippling disease and 
by no other yardstick. This calls for therapeutic activity jp 
the homes of old people, in out-patient clinics, and in physio- 
therapy departments more than in “ long-term ” hospital wards, 
Unless this distinction is made clear now, the newborn babe 
of geriatric medicine is likely to be smothered during its tendet 
infancy.—I am, etc., 


Purlcy, Surrey. TREVOR H. Howe. 


Hospital Admissions and Records 


Smr,—I would like to draw the attention of your readers toa 
report of the King Edward’s Hospital Fund entitled, Som 
Observations on Hospital Admissions and Records. This repott, 
which represents the opinions of a group of administrator, 
will be welcomed by records officers because it recommends 
the adoption of principles for which those actually engaged in 
hospital-record keeping have been striving for a long while. 
The most important implication is perhaps the implicit recogni- 
tion that the job of records officer is a reality. It was, indeed, 
in order to achieve just such an improvement in the standard 
of medical records which this report urges that records offices 
up and down the country have formed an Association of 
Medical Records Officers. Records officers have, in fact, begun 
to put their own house in order by pooling their experience 
and by making arrangements for the more highly trained to 
provide educational courses for those who are not in touch 
with modern techniques and for new entrants to the service. 
Their efforts will receive impetus from the encouragement which 
this report gives. 

The recommendation that the hospital should have a recorés 
committee elected by the medical committee from among it 
members and including the chief administrative officer of th 
hospital and a representative of the nursing staff in order 
lay down a policy with regard to records, if universally adopted, 


Mepical Tema, 
. : an 
thorax or anything about the reflex action of the c 





will greatly facilitate the work of the lay records officer y 
encouraging co-operation from all members of the staff am 
providing a channel through which each member of the hospital 
team can acquaint other members with special difficulties. 
The committee comments that there is at present no recog 
nized training for records officers and urges that some regula 
ized course should be agreed upon. An interim course bas 
in fact, been worked out by the Association of Medical Reconts 
Officers and a beginning has already been made with week-<m 
lecture courses at teaching hospitals at Bristol, Londol, 
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ester, Cardiff, and Sheffield, with further courses to come 

M Newcastle, and other centres. At these courses, to 
at } hospitals within the appropriate regions are invited to 
Pr onde staff, lectures and demonstrations are given on the 
_* g subjects: hospital organization ; office management 
ioe soetion of staff ; appointments system ; registration, admis- 
and var discharge procedure ; case history routine ; follow-up 
nO forms, filing methods, indices, office equipment, and 
ae control ; diagnostic nomenclature ; hospital statistics. At 
‘ res standard principles on which progressive records 


tu 
ee have agreed are universally followed. It is hoped later 
to organize full-time training. 

A full comment on the King’s Fund report would encroach 
too much upon space. It has been sent to the committee and 


will be published in the next A.M.R.O. bulletin.—I am, etc., 


B. BENJAMIN, 


London, S.E.1. Chairman, Association of Medical Records Officers. 


POINTS FROM LETTERS 


Professional Nomenclature 

Mr. T. W. LetcHwortH (London, W.1) writes: Though not a 
classical student, might I be allowed to add a word to Dr. A. 
Barnsley’s protest (Aug. 28, p. 440) against our appalling professional 
nomenclature? As a student I remember jeering at the French for 
coining such a hybrid as calorimeter, but what do we see now? I 
fear that most of these abominations are too far rooted for any 
hope of extermination. We have venereology for aphroditology, 
appendicitis for epityphlitis, audiometer for acouometer, and, worse 
than all, caecostomy. Stoma is wrong, because it is not a mouth. 
Contrariwise, if you will stick to stoma the word should be typhlo- 
stomy. Is there no authority that can stop this desecration of our 
language ? Scarcely a new name is coined but it needs be a 


mongrel. 


Treatment of Lamblia Intestinalis 

Dr. K. D. Loutry (Alexandria) writes: The manifestations of 
lamblia! infection are diarrhoea and intestinal colics, with occasional 
symptoms simulating chronic cholecystitis such as flatulent dyspepsia, 
and occasional mild biliary colics. The lamblia inhabits the upper 
intestinal tract; duodenum, jejunum, and gall-bladder with its bile 
ducts. The latter may harbour the parasite and make it resistant to 
treatment. Mepacrine is usually given in divided doses of 0.1 g. 
three times daily after meals for five days. With this routine the 
lamblial infection usually recurs and resists the treatment in 90% 
of the cases. The other routine is to give to the patient in the early 
morning magnesium sulphate to empty the gall-bladder and its ducts 
and follow this a quarter of an hour later by 0.3 g. of mepacrine 
in one dose for an adult, on one day only. This is repeated after 
one week. I have treated thirty cases by this routine in two years 
without relapses. Of these thirty cases twenty had been previously 
treated by the old method of divided doses and had relapsed. 


Anatomy of the Primates 

Dr. A. M. Fraser (Birkenhead) writes: My knowledge of the 
anatomy of the primates is very limited, but the article by Professor 
F. Wood Jones (Oct. 2, p. 629) on the unsatisfactory present state 
of our knowledge of this subject dismays me, as it leaves me in the 
air as to what is meant. Most of the article is occupied with disprov- 
ing the grounds of Darwin’s guarantee that man had evolved from 
an ape-like progenitor, but no alternative idea is put forward other 
than further study of the primates. Study for what purpose ? For 
proving Darwin’s confident assertion of man’s ape-like progenitor ? 
—but that was done 77 years ago. For disproving it ?—no real 
alternative is suggested in the article. For a definition more accurate 
than “ ape-like ”? ?—but is the time and trouble justifiable these days ? 
“Animal, vegetable, and mineral” are well-defined groups of the 
present world, but consideration of the principle of borderline cases 
(crystalline viruses is an example that comes to mind) indicates to me 
that the connecting similarities are more important than the differences 
for the understanding of the whole. There is obviously a steady 
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step-by-step progression from the simple atom to complex man... . 








Dr. Robert Cruickshank, director of the Central Public Health 
Laboratory Services, left Britain on Oct. 16 for a short lecture tour 
in the Netherlands under the auspices of the British Council. _ He 
will be speaking in Amsterdam, Rotterdam, and Utrecht on various 
problems connected with the control of infectious diseases. He 
will then deliver a lecture at Brussels on the diagnosis and control of 
whooping-cough, a subject which has been specially chosen because 
much of the pioneer work on the control of the disease was done in 
Belgium earlier this century. 


Obituary 








SUSAN ISAACS, C.B.E., D.Sc. 

Dr. Susan Isaacs died at her home in London at the age of 
63 on Oct. 11. She had suffered her long illness with great 
courage, working on her publications almost to the end. Susan 
Isaacs brought to the study of children and child psychology 
the unusual combination of sympathetic insight and rigorous 
scientific thinking. These, together with a facility of expression 
in both the spoken and written word, gave her an international 
reputation and led to her great influence on current methods 
of handling children. 

Trained originally in philosophy under Professor S. 
Alexander at Manchester, Mrs. Isaacs became a lecturer in 
logic and later an academic psychologist. This role, however, 
did not satisfy her, and, when Geoffrey Pyke in the nineteen- 
twenties set up the Malting House School in Cambridge, Susan 
Isaacs welcomed his invitation to join the staff. This oppor- 
tunity for the study of the spontaneous interests and behaviour 
of young children in a comparatively free atmosphere was 
not missed. Detailed records were kept and formed the basis 
for her two classical works on child development : Intellectual 
Growth in Young Children (1930) and The Socia] Development 
of Young Children (1933). The combination of ebserved data 
and theoretical discussion was unique at that time. Psycho- 
analysis had for long been appreciated by Susan Isaacs as 
the most fruitful approach to the study of personality, and 
after leaving the Malting House School she trained as a psycho- 
analyst in London. Specializing in child analysis, she became 
closely associated with Melanie Klein, whose views she helped 
to develop and clarify. As was to be expected, Mrs. Isaacs 
took a leading part in the work of the London Institute of 
Psycho-analysis and contributed many scientific papers. She 
was active in the reorganization of the Institute after the 
war, was on the teaching staff, and served on both the training 
committee and the council. Because of her practice as a lay 
analyst she was diffident about using the title of doctor, to 
which she was entitled by her D.Sc. taken in 1931. 

Desvite her increasing absorption in psycho-analysis Mrs. 
Isaacs continued active work in the educational sphere. From 
1933 to 1939 she was in charge of the Department. of Child 
Development in the Institute of Education of London Uni- 
versity, and from this key position had a profound influence 
on the development of nursery school work in this and other 
countries. Senior and promising workers from the nursery 
schools began to take the course, and to have taken it soon 
became a valuable qualification for those seeking posts on the 
staffs of training colleges. The existence of this department 
and of Susan Isaacs at its head was a great opportunity for 
the University to develop a research centre in child develop- 
ment such as exist in many universities in the United States. 
For various reasons this opportunity was missed, and Britain 
still lacks a flourishing university school in child psychology 
which Susan Isaacs’s distinction and ability could so easily 
have developed. Educational theory and practice and psycho- 
analysis by no means absorbed all Susan Isaacs’s great energy 
and capacity for work. Her deep concern for the welfare 
of children led her to play a leading part in the nursery school 
movement, in the survey of evacuated children undertaken 
by a group in Cambridge in the first year of the war, and in 
the Press campaign which led to the appointment of the 
Curtis Committee. The findings of the Cambridge Evacuation 
Survey were published under her editorship in 1941, whilst 
her detailed and well-documented evidence put before the Curtis 
Committee was republished in a recent and valuable collection 
of her technical papers, Childhood and After. 

Susan Isaacs was remarkable for her mastery of so many 
aspects of her subject. She was equally at home in educational 
and psychological theory, in both of which she was deeply 
read, in the practical day-to-day management of children, and 
in the therapy of patients of all ages. She had the capacity, 
moreover, for popular exposition both in lecture form and 
in articles and booklets. The Nursery Years, published in 
1929. at once established itself as a standard manual on child 
psychology and child care, whilst one of her last tasks was 
to select for republication only a month ago her answers 
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to mothers’ questions published weekly for some years in 
the Nursery World. With all this she found time for the 
pleasures of music and an active social life amongst a wide 
circle of friends. Always modest and approachable, she 
wore her erudition lightly and was unstinting in her help of 
colleagues and students. 

Mrs. Isaacs was the youngest of a large family. She was 
married twice, first to W. B. Brierley (her first books were pub- 
lished under the name of Susan Brierley), and secondly to 
Nathan Isaacs. She had no children. She was made an 
honorary D.Sc. of Adelaide University, and in the recent New 
Year’s Honours was appointed C.B.E. 


J. W. S. MACFIE, D.Sc., M.B., D.T.M. 


Dr. J. W. S. Macfie, who had a long and distinguished career in 
the Colonial Medical Service and was well known as a 
malariologist, died at St. Leonards on Oct. 11 at the age of 
69. John William Scott Macfie was born at New Ferry, 
Cheshire, and educated at Oundle, and subsequently at Cam- 
bridge and Edinburgh University, where he graduated. M.B., 
Ch.B. in 1906. After a period in the physiology laboratory at 
Liverpool under Sherrington, Macfie’s interests turned to 
tropical medicine. He took the diploma in tropical medicine 
at Liverpool in 1910 before going out to Africa and joining 
the West African Medical Staff. He served in North and 
South Nigeria and on the Gold Coast, and from 1914 to 1923 
he was director of the Medical Research Institute at Accra. 
During this time Macfie was responsible for much original 
work on a number of tropical diseases, particularly trypano- 
somiasis and malaria. In 1917 he was seconded to the 
Liverpool School of Tropical Medicine to undertake special 
research on malaria. Two years later he was awarded the 
Mary Kingsley Medal of this School for his outstanding work 
in the field of tropical medicine. 

Dr. Macfie, on returning from West Africa, joined the staff 
of the Liverpool School of Tropical Medicine as lecturer in 
protozoology. In 1927 he started work on the chemotherapy 
of malaria, under the aegis of the Medical Research Council, 
at the London School of Tropical Medicine. In spite of failing 
health, he volunteered for service in Ethiopia in 1935 as second- 
in-command of the British Red Cross Unit serving there. His 
book, An Ethiopian Diary, was published in the following year. 
Thereafter he was engaged temporarily in medical activities in 
London, but in 1941, at his insistent request, he was appointed 
a temporary major in the R.A.M.C. He served with distinction 
in No. 3 and No. 8 Malaria Field Laboratories in Egypt and 
Syria and elsewhere in the Middle East as a malariologist. 
Returning to this country after a breakdown in health, he relin- 
quished his commission in 1943 and renewed his old interest 
in taxonomic studies at the British Museum. Macfie also 
returned for a short time to the Liverpool School, where he 
was engaged in the preparation of an instructional film on 
malaria. 

Macfie was a worker of eminence and erudition in many 
branches of tropical medicine. He was a world authority on 
the midges (Ceratopogonidae), and was largely responsible for 
the identification and classification of the collection of these 
insects in the British Museum. Macfie’s kindliness, unassuming 
mien, and tall ascetic figure endeared him equally to his con- 
temporaries and to his junior colleagues, many of whom will 
recall with gratitude his unostentatious benefactions. 








Universities and Colleges 








ROYAL COLLEGE OF PHYSICIANS OF LONDON 
A series of postgraduate lectures in general medicine will be 
given at the College (Pall Mall East, S.W.) on various dates between 
Nov. 2 and Dec. 17, at 5 p.m. each day. The inclusive fee for the 
course is £7 7s. and the total entry is limited to 200. Fees are payable 
in advance and must be received at the College by Oct. 25. 


ROYAL COLLEGE OF OBSTETRICIANS AND 
GYNAECOLOGISTS 
A postgraduate course of advanced lectures for those studying the 
special practice of obstetrics and gynaecology will be given in the 
College House (58, Queen Anne Street, London, W.) from Monday, 


Nov. 15, to Friday, Nov. 19, inclusive, at 12 noon and 
day. The fee for the course of ten lectures is £4 ‘“: a “a Pe. 
: a 


single lecture. There will be no admission wi ticket. olve: 
able from the secretary of the College. * > 
At a special meeting of Council of the College, held at the , 
a, a ge na i, = nent President, Sir William Gilliatt, in 
chair, the Honorary Fellowship of the Colle 
Emil Novak, of Baltimore, USA. tee OO 
A. F. Hollinrake (Ontario) was admitted to the Fell i 
The following were admitted to the Membership : — 


I. S. R. Bain, Henrietta E. Banting, T. L. S. Baynes, S 
Bevis,‘C. C. Bowley, T. St. V. W. Buss, Ll. W. Cox, Mary E. a m c 
G. Mcl. Forsyth, H. D. Freeth, G. T, Gibson, J. H. Gibson, A. Grahan, at 
Grenz, Constance A. Grey, H. B. Hattam, C. C. Henneberg, E Hi AH 
D. W. Higson, J. C. Holman, K. R. Hudson, A. G. Jones, J. B. Joyce, W. Pree 
G. G. Kerster, R. A. H. Kinch, S. Lask, T. L. T. Lewis, E. L. F. MeCop 
W. Macfarlane, J. M. McKiddie, S. H. Madden, Helen M. Mayer Gomi 
Millington, F. L. B. Musgrove, J.'R. Norris, J. J. F. O'Sullivan, J. H. Pate 
A Pearson, W. H. Peek, S. D. Perchard, D. Prysor-Jones, E. H. Rees, § Mek 


a2) 


C. 
id, H. A. Ripman, D. N. S. Robertson, B. W. Sanderson, G i 

ith, T. Smith, G_J. Sophian, Christine M. Stacey. P.C- Steptoe Gs x Soc 
: , G. S. Thomas, R. G. Whitelaw, R. M. Willi Hillis 
G. Wolskel, P. S. Wright, R. B. Wright. —o 
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EPIDEMIOLOGICAL NOTES 


sii Discussion of Table 

n England and Wales an increase was recorded in the notj 
tions of measles 843, scarlet fever 166, acute pneumonia # 
acute mo gogtgg ams — fever 11. De ‘ 
were reported in the incidence of whooping- 

dysentery 10. ae ae 

The incidence of measles tended to rise throughout the 
country, but large increases were recorded in only a few 
counties, notably Yorkshire West Riding 318, Lancashire 210 
Cheshire 58, and Derbyshire 50. A small rise in the notifics. 
tions of scarlet fever was reported from most areas ; the largest 
mcrease was 35 in Yorkshire West Riding. 

The local trends of whooping-cough fluctuated ; the largest 
variations were a rise of 49 in Lancashire and a fall of 50 in 
Yorkshire West Riding. There was no appreciable change in 
the local returns of diphtheria. The rise in the incidence of 
pneumonia was mainly contributed by the West Midland and 
Yorkshire regions, and a rise of 39 was recorded in both regions, 

The chief centres of dysentery were Lancashire 19 and 
London 12. A further 31 cases were notified in Shropshire, 
Oswestry R.D. During the past four weeks 87 cases have been 
notified from this outbreak. 

The largest returns of acute poliomyelitis were Yorkshire 
West Riding 8 (Sheffield C.B. 3); London 7 (Woolwich 2); 
Staffordshire 7 (Wolverhampton C.B. 3); Glamorganshire 7 
(Swansea C.B. 3, Cardiff C.B. 2); Surrey 5; Gloucestershire § 
(Bristol C.B. 5); Warwickshire 5 (Birmingham C.B. 2). 

In Scotland infectious diseases were more prevalent during 
the week and increases in the number of notifications were 
recorded for acute primary pneumonia 54, scarlet fever 33, 
diphtheria 17, and dysentery 10. The increased incidence of 
these diseases was mainly contributed by the city of Glasgow. 

In Eire a rise of 28 occurred in the notifications of diarrhoea 
and enteritis ; of this increase 20 cases were notified in Dublin 
C.B. An outbreak of measles affecting 28 persons was notified 
in Clare, Kilrush R.D. Notifications of scarlet fever were 20 
fewer in the large cities, but this was offset by a rise of 16 in 
the remainder of the country. 

In Northern Ireland increases were recorded for measles 34, 
whooping-cough 16, and scarlet fever 13. The rises in the 
incidence of the first two diseases were due to the experienc 
of Belfast C.B., while a small increase in the notifications of 
scarlet fever was fairly general throughout the country. 


Quarterly Returns fer Northern Ireland 

The birth rate during the second quarter was 23.9 per 1,00 
and was 0.9 below the average of the five preceding June 
quarters. The infant mortality was 44, and was 18 below the 
average of the corresponding quarters of the five preceding 
years. Maternal mortality was 1.1 per 1,000 births, being 14 
below the five years’ average. The general death rate wa 
11.4, and was 1.0 below the average of the June quarters for 
1943-7. Deaths attributed to the principal infectious diseass 
numbered 63, and included 30 from diarrhoea and enteritis 
and 13 from whooping-cough. Deaths from pulmonafy 
tuberculosis numbered 178 and from other forms of  tuberct 
losis 81 ; these figures were 35 below and 2 above the five yeaty 


average. 
Week Ending October 9 
The notifications of infectious diseases in England and Wal 
during the week included: scarlet fever 1,273, whooping 
2,073, diphtheria 112, measles 4.061, acute pneumonia 421, 
cerebrospinal fever 31, acute poliomyelitis 79, dysentery & 
paratyphoid 13, and typhoid 18. 
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108. 64. for OUS DISEASES AND VITAL STATISTICS 
Ucket, obtaig. We print below a summary of Infectious Diseases and Vital 
at the Col | statistics in the British Isles during the week ended Oct. 2. 
Silliatt, j sncipal Notifiable Diseases for the week and those for the corre- 
‘onal in the Figures of Prine year, for: (a) d and Wales (London included). (b) 
On Dy, J sponding Trrinistrative county). (c) Scotland. (d) Eire. (e) Northern Ireland. 
London of Births and Deaths, and of Deaths recorded under each infectious disease, 
>wship Fi Pr: (a) The 126 great towns in England and Wales (including London). 
wre {0 on (administrative county). (c) The 16 principal towns in Scotland. (d) 
0) 13 principal towns in Eire. (e) The 10 principal towns in Northern Ireland. 
irman, D. ¢ A = dash — denotes no cases; a blank space denotes disease not notifiable or 
rton, T..E. Elli, return available. 
- Graham, ag | © 
ce, we esselte, 1948 1947 (Corresponding Week) 
layer, G.W.e (a) |()|}©|@M)/O}] @ || ©} @| & 
i.Rees,S Mar | cacbrospinal fever ..| 28, 2) 26 2! 2 46 | is| 5| 3 
A. S. Willis sahari a aa 114} 15} 55} 10; 2] 218} 25} 55] 12) 1 
a §—| | —) it -h ao 
——SlinetC~«|:(‘<‘éws«CtC OC] Ft | 1 
Deaths * . = ee ie 
Encephalitis lethargica, ' 1 
acute aa aa —}—-|-—-|— —|—|-|— 
the no tifica. ml oe ee _ _ 
uMonia 125 | Erysipelas  -- —-- 26, 12) 7 37), 6 7 
ugh 55 and Infective enteritis o 
diarrhoea under 
ughout the} p24 =: | ool gl} M3 ot gs} oot 9] 9] 2 
only a few Deaths oe oe 
cashire 210, | Measles* .. ee | 3,546, 94} 67] 45] 71] 1,256, 32] 99] 130| 5 
the notifica. | | Deathst . . po T—|—)|-—)|— 
the largest | Gphthaimia neonatorum | 65} 6| 20/1) — 46, 4) 7) —| — 
; the | 
‘all Cun Paratyphoid feve ‘cs 6} — |2(B)/3 (B)/2 (B) 16, 2/4(B)) — | — 
a 0) 50 in Deaths . al — — _ _ _— — _— — —_— — 
e€ change in 
incidence of | Pneumonia, influenzal.. | 402) 22) 2) 1)—J| 330} 13} 2| 3) 2 
Aid| Deaths (from infiu- 
aid | enzat s 5} 1 I 
- . #3 as ee ey ee ee fam (ees 
ire 19 and | Pneumonia, primary 171] 26 135} 7 
Shropshi Deaths . 150} 21 6 7 18} ° 8} 10 
S have been Polio-encephalitis, acute 5 2 27 ae 
Deaths pak os 1 
> Yorkshi 
lwi Kshir Poliomyelitis, acute .. 83 7 6 1 1 402} 38) 95) 9 14 
aa a; —aeoaaall a on 
estershire § | Puerperal fever .. 2a —_—{f 13 —_ 2; 8 — 
2). Deaths = ae 
lent during} Puerperal pyrexiall 97} S| 10) 2}—] 134 41) 144—] 2 
‘" were Deaths as 4 -- -- ; 
t fever 33, : 
ncidence of | Relapsing fever © oa ise eas Shack tat ni 
Glasgow. 
if diarrhoea ‘4 = 1,234) 79) 249) 126; 51] 1,086) 85) 215) 56) 42 
1 in Dublin thst pe Sort Mares head food Seed thee 
vas notified § smalipox Pe BE ES PF Py Pe Gee Pe ee eo ee 
er were | Deaths + . axe | =e we pe 
se of 1610] Tyohoid fever .. a w—) s— a2 2 -S 3 
Deaths ia 1}—|—}|—|]— 3 }—|—|— 
measles 34, 
ises in the — geadMIRIS BT Creed Cons Sood freee Mell foe’ heed Sond foc 
experience os oe ows ed fre 
fications of § Whooping-cough* 2,204] 157} 69] 44] 241 1,086 16) 33| 42) 4 
Deaths 0-1 ao 23] 4] 39) 19) 14) 392, " 37] 32] 8 
mo} ity rate 
) per 1.000 (per 1,000 live births) 
sding June) Deaths (excluding  still- 
below the births) ie .. | 4,239] 663] 527} 168} 109] 4,207) 597} 567| 140) 96 
Annual death rate (per 
eee 1,000 persons living) 10-6] 10-5 11-8} 8-8) 
rate Was Live births i .. | 8,066}1269| 979} 473) 242] 8,995}1329)1044) 521] 252 
rters Annual rate per 1,000 
uarters persons living 19-8] 29-6 21-0) 32:9 
us diseases nome 
| teritis births of 4 189} 22} 36 204; 30) 42 
inal Rate per 1,000 total 
f tuberct- stllbo ) —- 3 39 
er a6 ‘4 5 
five years 
* Measles and whooping-cough are not notifiable in Scotland, and the returns 
ate therefore an approximation only. 
Deaths from measles and scarlet fever for England and Wales, London 
and Wales 
LI (administrative county), will no longer be published. 
Ing t Includes primary form for England and Wales, London (administrative 
os Si nestor of tence Eee sctinngetite out oat halitis for England 
umber of deaths from poliomyelitis and polio-encephalitis for 
entery &B and Wales, London (administrative: county), are combined. 


| Includes puerperal fever for England and Wales and Eire. 


Medical News 








Special Awards Committee 

The Government has decided to set up the Special Awards Com- 
mittee recommended by the Spens Committee for selecting those 
specialists whose outstanding distinction merits higher financial 
rewards than the ordinary rates. The constitution of the committee 
has been settled after consulting the Royal Colleges and the Scottish 
Royal Corporations. Invitations to the individual members wili be 
issued shortly. 


King Edward VII Hospital for Officers 

Her Majesty Queen Mary opened the King Edward VII Hospital 
for Officers on Oct. 15. The hospital was founded by Sister Agnes 
in 1899 in her own house at 17, Grosvenor Crescent, and in 1945, 
after having been closed as the result of bombing in 1941, was 
moved to its present site, Beaumont House, Beaumont Street, London, 
W.1. There are two wards of five beds and two of two beds where 
nursing and maintenance are free, and seventeen single rooms for 
which low fees are charged. Patients make their own arrangements 
with their medical attendants. Regular and retired officers of the 
Royal Navy, the Army, and the R.A.F. are eligible for admission, 
as well as temporary officers of the three Services who fought in the 
two world wars provided they become subscribers. The annual 
subscription is £1. Particulars may be obtained from the house 
governor of the hospital. 


Society of Anaesthetists 

A meeting of seventy anaesthetists was held at Westminster Hospital 
on Saturday, Oct. 2, and the Society of Anaesthetists of the South 
West Metropolitan Region was inaugurated. An invitation is 
extended to all anaesthetists in the region to join the society. Full 
particulars may be obtained from Dr. W. Alexander Low, St. 
Thomas’s Hospital, S.E.1. 


Health Centres in London 

The Minister of Health has approved the London County Council 
proposal for a comprehensive health centre on the Couancil’s Wood- 
berry Down estate, Stoke Newington, and for the acquisition of 
sites for other centres. The Minister points out that the Council will 
be responsible for providing, in the case of medical practitioners 
working at health centres, all drugs and appliances required immedi- 
ately or administered by the practitioner in person, and all materials 
used in dental treatment and dentures. No objection is taken to the 
proposal to have a foot clinic at the Woodberry Down centre, but 
formal approval awaits the submission of a detailed scheme. It is 
the Council’s intention to provide a health centre in each of the nine 
divisions of the county; this will be carried out by converting existing 
buildings, and detailed proposals in respect of each building will have 
to be submitted to the Minister and agreement obtained with the 
executive council. The Minister’s approval in principle is given to 
the establishment of an unspecified number of group practices, but it 
will be necessary in each case to obtain the consent of a group 
of general practitioners to work in a group practice and for the 
executive council to agree to the establishment of such a group 
practice before full details of the scheme are submitted to the Minister 
for his approval. 


Nuffield Foundation 

Among the grants made by the Nuffield Foundation and described 
itt its recently issued third report is one of £20,000 to the London 
University Institute of Psychiatry (Professor Aubrey Lewis) for a 


- ten-year investigation into the value of psychological tests of intelli- 


gence and personality. The tests will be applied to applicants for 
admission to certain universities; successful and unsuccessful appli- 
cants will be followed up. One method of entry into the middle 
class is by university education, and this study of the selection of 
university students may throw some light on a problem to be the 
subject of another investigation—namely, the middle classes. The 
London School of Economics has been granted £20,000 to study this 
‘“‘ complicated caste system.”” The Oxford University Medical School 
has been granted £50,000 to study the blood and the blood-forming 
organs. The sum of £4,000 has been granted for a survey (to be 
undertaken jointly by the Royal College of Obstetricians and 
Gynaecologists, the Population Investigation Committee, and the 
London University Institute of Child Health) of the health of all 
children born during one week in 1946. The trustees of the Fund 
record that they have received a gift of £450,000 from Captain Oliver 
Bird for the promotion of research into the prevention and cure of 
rheumatism. 


Wills 


Dr. Edward Alfred Dingley, of Wednesbury, Staffs, left £41,156; 
and Mr. John Daniel Harmer, late of the Northern Rhodesia Medical 


Service, £1,413. 
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Chemical Works Safety Conference 

The Association of British Chemical Manufacturers has invited 
the Royal Society for the Prevention of Accidents to organize on its 
behalf a Chemical Works Safety Conference, which will take place 
at the Grand Hotel, Harrogate, on Oct. 29 to 31. The opening 
address will be given on Oct. 29 by Sir Ewart Smith, of Imperial 
Chemical Industries, Ltd., and the programme will include the follow- 
ing lectures: ‘‘ Health Hazards—Present and Future,” by Dr. J. 
Gwynne Morgan, of the Mond Nickel Co., Ltd.; “Safety in 
Chemical Plant Design,’”’ by Mr. J. E. Braham, B.Sc., of I.C.I., 
Ltd.; ‘* Safety Organization,” by Mr. H. R. Payne, chairman, Works 
Safety Committee, A.B.C.M.; “ Safety Records,” by Mr. H. G. 
Winbolt, B.A., director, Industrial Safety Division, Royal Society 
for the Prevention of Accidents; ‘“‘ Clearance Certificates,” by Mr. 
A. G. Palmer, B.Sc., of the Gas Light and Coke Co. 


Prosser White Annual Oration 

The St. John’s Hospital Dermatological Society announces that the 
Prosser White Annual Oration will be delivered by Dr. J. M. H. 
MacLeod at the Royal Society of Medicine (1, Wimpole Street, 
London, W.) on Thursday, Oct. 28, at 4.30 p.m. His subject is 
“* Milestones on a Dermatological Journey.” A dinner will be held 
the same evening, the tickets for which are £1 1s. each, obtainable 
from the honorary secretary of the society, Dr. J. E. Schneider-Green, 
at 5, Lisle Street, Leicester Square, London, W.C.2. 


St. John Ambulance Brigade Surgeons’ Annual Dinner and 

Conference 

Arrangements have been made for this year’s dinner and confer- 
ence of the St. John Ambulance Brigade Surgeons to be held at 
the Royal Hotel, Woburn Place, London, W.C., on Saturday and 
Sunday, Oct. 30 and 31. Mr. Dickson Wright, Sir Ernest Rock 
Carling, and Dr. Frank C. Eve will be among the speakers, with 
Lord Webb-Johnson as the principal guest at the dinner. 


Anti-vitamins in Food 

The Nutrition Society has arranged a whole-day conference to be 
held at the Royal Society of Arts, John Adam Street, London, W.C., 
on Saturday, Oct. 23, beginning at 10.30 a.m., when the subject for 
discussion will be “ Anti-vitamins in Food.” 


Courses in Psychiatry 

The University of London Institute of Psychiatry will hold courses 
for first-year and second-year students on psychology and psychiatry 
this autumn. The fee for one term’s lectures is 15 guineas. Par- 
ticulars may be obtained from the Dean, Institute of Psychiatry, 
Maudsley Hospital, Denmark Hill, London, S.E.5 (Telephone: 
Rodney 2634). 


Planning Forum 

The following meetings of the Planning Forum, which is sponsored 
jointly by the Association for Planning and Regional Construction, 
the British Social Hygiene Council, the Institute of Public Adminis- 
tration, Political and Economic Planning (P E P), and the Town and 
Country Planning Association, are announced: Wednesday, Oct. 27, 
6.15 p.m., discussion on the Kinsey Report on “ Sexual Behaviour 
in the Human Male,” to be opened by Dr. David Mace, Ph.D., Dr. 
Fred Grundy, and Dr. E. H. Larkin; Thursday, Nov. 11, 6.15 p.m., 
discussion on “ Population and Emigration,” to be opened by 
Professor Brinley Thomas, Ph.D., and Mr. R. J. Goodman; Wednes- 
day, Nov. 24, 6.15 p.m., discussion on “‘ Work and Health,” to be 
opened by Dr. R. S. F. Schilling, Mr. Brian Bunch, and Dr. John 
Burton; Thursday, Dec. 9, 6.15 p.m., discussion on “‘ Manpower,” 
to be opened by Mr. A. E. U. Maud and Mr. G. D. N. Worswick. 
The meetings will be held at the Planning Centre Hall, 28, King 
Street, Covent Garden, London, W.C. Admission to each is 1s. 


Medical Society of London 

The first half of the 1948-9 session of the Medical Society of 
London opened at 11, Chandos Street, Cavendish Square, W., on 
Oct. 11 with the annual general meeting and Dr. T. Jenner Hoskin’s 
presidential address on thyrotoxicosis. Other meetings have been 
arranged as follows: Monday, Oct. 25, 8.30 p.m., discussion on 
“Streptomycin,” to be introduced by Dr. Jack Rubie and Dr. 
Geoffrey Marshall; Monday, Nov. 8, 8 p.m., pathological meeting ; 
Monday, Nov. 22, 8.30 p.m., discussion on “ Gastroscopy,” to be 
introduced by Dr. Avery Jones and Mr. Hermon Taylor; Monday, 
Dec. 13, 8.30 p.m., discussion on “ Therapeutic Application of Anti- 
coagulants,”” to be introduced by Dr. Paul H. Wood and Mr. A. 
Dickson Wright. The Lloyd Roberts Lecture, “* Victorian Doctor,” 
will be delivered by Mr. J. Johnston Abraham on Thursday, Nov. 18, 
at 5 p.m.; the Lettsomian Lectures by Dr. Horace Evans on Mon- 
days, Feb. 21 and 28, and March 7, 1949, at 9 p.m.; and the Annual 
Oration by Mr. A. C. Palmer on “ Temperament” on Monday, 
May 9, 1949, at 8.30 p.m. 


Saturday 


St. STEPHEN’s HosPITAL: RHEUMATISM UNIT, 369 
London, S.W.—Oct. 23, 10 a.m., “ General Medicine in am 
the Rheumatic Diseases,” by Sir Adolphe Abrahams: Tp 
Modern Conception of the Aetiology and Classification a.m, 
Chronic Rheumatic Diseases,” by Dr. Philip Ellman: 12 of the 
Organization of a Rheumatism Unit, with Special Refer : 
the Management of Rheumatoid Arthritis,” by Dr. Francis Be ? 
2 p.m., ward round and demonstration of methods of physi 
treatment, injection, and plaster technique, by Dr. Bach: 3 Ysical 
Social Welfare, Dietetics, Occupational Therapy, and Voc Pa, 
Guidance, 3 by Dr. Bach and members of the staff of the un} 
> et ps. Tn. ee i oe Rheumatic Diseases.” by De 
. G. Signy; 5.15 p.m., “‘ The Radiological Dia j beth 
by Dr. Grace Batten. . “aEnOSS Of Anthem 
Sunday 


St. STEPHEN’s HospitaAL: RHEUMATISM UNIT, 369, F 

London, $.W.—Oct. 24, 10 a.m., ward round, with promod 
of cases by Dr. Philip Ellman ; 11.15 a.m., (1) “ Problems in Diff 

ential Diagnosis’ and (2) “ Drug Treatment in the Rheum 
Diseases,” by Dr. Ellman; 2 p.m., “ Orthopaedic Aspects . 
Rheumatic Disease and the Prevention and Treatment of Defor of 
ties,” by Mr. A. G. Timbrell Fisher ; 3.30 p.m., “ Radiothesom 
the Treatment of the Rheumatic Diseases,” by Professor BW 
Windeyer ; 4.45 p.m., “‘ Psychiatric Factors in the Chronic 
Rheumatic Diseases,”’ by Dr. David Shaw. — 


Monday 


MEDICAL Society oF Lonpon, 11, Chandos Street, Cavendish 
W.—Oct. 25, 8.30 p.m.“ Streptomycin.” Discussion to be intro. 

. duced by Dr. Jack Rubie and Dr. Geoffrey Marshall. 

OCIETY OF APOTHECARIES OF LONDON.—In the Hall i 
Lane, Queen Victoria Street, E.C., Oct. 25, 5 p.m. 7a 
Heart Disease and its Treatment,” by Dr. T. F. Cotton. : 

a snr Lea, oer 74 yet. W.C.—Oct. 25, 4.45 p.m. “ The 

ectron Microscope and its Biological Applicati “ . 
Crook, M.Sc., Ph.D. . ee, 
Tuesday 


EuGENics Society.—At the Rooms of the Royal Societ i 
House, Piccadilly, London, W., Oct. 26, 330 p.m. py 
Social Implications of Artificial Insemination,” Mr. Cecil 
Binney. All interested are invited to attend. 

INSTITUTE OF DERMATOLOGY, 5, Lisle Street, Leicester Square. 
London, W.C.—Oct. 26, 5 p.m. “ Liver Function in Certain 
Diseases of the Skin,” by Dr. A. D. Porter. 

INSTITUTE OF LARNYGOLOGY AND OTOLOGY, 330-2, Gray’s Inn Road, 
London, W.C.—Oct. 26, 11.30 a.m., “ The Physical Princi, les of 
Audiometry and Hearing Aids (1),” by Dr. T. S. Littler; 4.30 pm, 
“ The Surgical Treatment of Deafness,’ by Mr. Terence Cawthore, 

INSTITUTE OF UroLoGy.—At: St. Paul’s Hospital, Endell Street, 
London, W.C., Oct. 26, 11 a.m., “ Pathology and Immunology oj 
Syphilis,” by Dr. Cuthbert Dukes; at St. Peter’s Hospital, Henn. 
etta Street, London, W.C., Oct. 26, 5 p.m., “ New Growths of the 
Kidney and Ureter,” by Mr. Harland Rees. 

University CoLiece, Gower Street, London, W.C.—Oct. 2, 
1.15 p.m. “ Visible Speech,” by Dr. D. B. Fry, Ph.D. 

Wednesday 

GLASGOW UNIVERSITY: DEPARTMENT OF OPHTHALMOLOGY.—Oct. 21, 
8 p.m. “ Histopathology of the Drainage Angle,” by Professor 
Loewenstein. 

InsTITUTE OF UroLtocy.—At St. Paul’s Hospital, Endell Street, 
London, W.C., Oct. 27, 11 a.m., “ Diagnosis of Primary Syphilis,” 
by Dr. W. N. Mascall; at St. Peter’s Hospital, Henrietta Street, 
London, W.C., Oct. 27, 5 p.m., “ Disturbances of Micturition due 
to Nervous Disease and Injury,” by Mr. A. W. Badenoch. 

PLANNING ForuM.—At Planning Centre Hall, 28, King Street, Covent 
Garden, London, W.C., Oct. 27, 6.15 p.m. “ Sexual Behaviour in 
the Human Male,” discussion on the Kinsey Report to be o 
by Dr. David Mace, Ph.D., Dr. Fred Grundy, and Dr. E. H 
Larkin. 

Roya. INSTITUTE OF PuBLIC HEALTH AND HyGieEne, 28, Portland Place, 
London, W.—Oct. 27, 3.30 p.m. “ Problem Families,” by Dr. 
C. F. Brockington. 

SocieTY OF APOTHECARIES OF Lonpon.—In the Hall, Black Friars 
Lane, Queen Victoria Street, E.C., Oct. 27, 5 p.m. “ Therapy a 
a Diagnostic Measure,”’ by Professor H. Cohen. 


Thursday 


CHapDwick Trust.—At University College, University Park, Notting 
ham, Oct. 28, 4 p.m. “ Advances in Preventive Medicine during 
the War of 1939-45,” by Sir Arthur MacNalty. 

Dewssury: STAINCLIFFE GENERAL HospitaL.—Oct. 28, 5 p.m. “ Some 
Recent Advances in Dermatology,” by Dr. F. F. Hellier. 

EpInBuRGH Royat INFIRMARY.—Oct. 28, 5 p.m. “ Psychogenic Pain,’ 
Honyman Gillespie Lecture by Dr. R. G. Gordon. 

INSTITUTE OF UroLocy.—At St. Paul’s Hospital, Endell Street, 
London, W.C., Oct. 28, 11 a.m., “ The Primary Syphilitic Chance 
and Differential Diagnosis,” by Dr. A. H. Harkness; 5 pm, 
“* Infertility in the Male,” by Mr. A. R. C. Higham. 
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2 ————_ 
LonDON SCHOOL OF HYGIENE AND TROPICAL MEDIcINE, Keppel Street, 
We Oct. 28, 5.15 p.m. “* Micromethods in Biology,’ by 
Professor K. Linderstrom-Lang (Copenhagen). 
yco-LeGaL SocieTy.—At 26, Portland Place, W., Oct. 28, 
8.15 p.m. “Criminal Justice,” by His Honour Judge W. G. 
Earengey, ®-\- 

PHARMACEUTICAL SOCIETY OF GreaT Britain, 17, Bloomsbury Square, 
London, W.C.—Oct. 28, 7.30 p.m. “ The British Pharmacopoeia, ° 
1948,” by Dr. C. H. Hampshire. 

. Georce’s Hospital Mepicat Scuoot, Hyde Park Corner, 
London, S.W.—Oct. 28, 4.30 p.m. “ Neurology and Psychiatry.” 
Lecture-demonstration by Dr. Desmond Curran. 

1eTY OF APOTHECARIES OF Lonpon.—In the Hall, Black Friars 
ee, Queen Victoria Street, E.C., Oct. 28,5 p.m. “ The Manage- 
ment of Inoperable Malignant Disease,” by Sir Stanford Cade. 


Friday 

KenT AND CANTERBURY HospitTaL, Canterbury.—Oct. 29, 5 p.m. 
Clinical meeting. 

LonpoN SCHOOL OF HYGIENE AND TRopPicaL Mepicine, Keppel Street, 
W.C.—Oct. 29, 5.15 p.m. “ Enzymatic Break-down of Proteins. 
(I),” by Professor K. Linderstrém-Lang (Copenhagen). 

MepIcaL SOCIETY FOR THE STUDY OF VENEREAL DISEASES, 11, Chandos 
Street, London, W.—Oct. 29, 8 p.m. “ The V.D. Factor in Infer- 
tility and Sterility and its Treatment,” by Mr. Reynold H. Boyd. 

RoyaL INSTITUTE OF PHILOSOPHY.—At University Hall, 14, Gordon 
Square, London, W.C., Oct. 29, 5.15 p.m. “* Morality and 
Science,” by Professor C. H. Waddington. 

RovaL MepicaL Society, 7, Melbourne Place, Edinburgh.—Oct. 29, 

8pm. “ Cancer of the Large Bowel,” by Mr. R. Edmond. 


Saturday 

BIOCHEMICAL SocieTY.—At London School of Hygiene and Tropical 
Medicine, Keppel Street, W.C., Oct. 30, 11 am. “ Partition 
Chromatography and its Application to Biochemical Problems.” 


Symposium. 








BIRTHS, MARRIAGES, AND DEATHS 


BIRTHS 


Laidlaw.—On Oct. 10, 1948, to Mary, wife of Dr. W. Y. Laidlaw, Grahams- 
dyke Avenue, Bo’ness, a daughter. 

Morgan.—On Oct. 14, 1948, at Blighmont Nursing Home, South to 

Dr. Dorothy Morgan, wife of Dr. T. Keith Morgan, a son, a 


MARRIAGES 
Agee - $4, —- 7 > fon, Tilmanstone, near Sand- 
, Ken t-Lieutenant ug rianus_ Llywel Oswi 
MB. BS., to Margaret Scott Hewison, SRN. adie 
Nabarro-Ceekrell.—On Oct. 2, 1948, at Rettendon, Essex, J. D. N. Nabarro 
M.D.Lond., M.R.C.P., son of David -D., F.R.C.P., ‘ 
OE ae vid Nabarro, M.D., F.R.C.P., to J. M. 
DEATHS 


Boyd Roberts.—On Oct. 7, 1948, at Cunningham House, 10: 
Avenue, London, W.9, Alexander Boyd Roberts, D. > 
Bryson.—Recently, after a short illness, Mich 

Se ey ee chael Joseph Bryson, M.D., of 88, 
Croll.—On May 4, 1948, Colonel David Gifford Croll, C.B.E., A.A.M.C. 
Dingle.—On Oct. 2, 1948, Frederick Robert Dingle, M.R.C.S., L.R.C.P., of 
3, Walker Terrace, Gateshead-on-Tyne, Co. Durham. 
Hemsted.—On Oct. 7, 1948, at Notrees, Kintbury. near Newb Berksh 
Edmund Spencer Hemsted, M.R.C.S., L.RC.P.. aged 79. - 
Lacey.—On Oct. 3, 1948, Charles Edward Lacey, M.B., Ch.B., D.P.M., of 7, 
Windermere, Lytton Grove, Putney, London, S.W.15, at the National Hos- 
pital, Queen Square, London, W.C., after a brief illness, aged 29. 
Lewis.—On Sept. 24, 1948, at Oswestry and District Cottage Hospital, William 
a M.B., C.M.Ed., J.P., High Sheriff of Montgomeryshire 1935-6, 
McCarthy.—On Oct. 3, 1948, John McDonald McCartny, Colonel, late 
retired, at The Torbay Hotel, Sidmouth. . tlle 
Malcolm.—On Oct. 6, 1948, at Kenwood, 322, Gilmerton Road, Liberton, 
Edinburgh, John Wright Malcolm, O.B.E., M.C., M.B., Ch.B.Ed., Lieutenant- 
Colonel, R.A.M.C. 
Morrison.—On Oct. 7, 1948, Frederick Alexander Morrison, M.B., Ch.B., of 
Peel, Isle of Man, late Boston Street, Hulme, Manchester. 
Moyers.—On Oct. 2, 1948, at Standen, Brundall, near Norwich, William Francis 
Alexander Patrick Moyers. M.D. 
Porter.—On Oct. 4, 1948, suddenly, at 124a, Redland Road, Bristol, 6, Charles 
Porter, M.A.Oxon., M.R.C.S.Eng., L.R.C.P.Lond., aged 56. , 
Potts.—On Sept. 25, 1948, at Lauriston, Wych Hill, Woking, Surrey, Edmund 
big Potts, C.M.G., D.S.O., M.D.Ed., Lieutenant-Colonel R.A.M.C., 
Protheroe Smith.—On Sept. 30, 1948, at Crediton, Devon, Eva, the wife of 
Pa Protheroe Smith, M.R.C.S., L.R.C.P. (late of Redditch). 

—On Sept. 30, 1948, at Deal, Frederick J. 
thee. noe erick Wilfrid Sass, M.R.C.S., 
Shubik.—On Sept. 20, 1948, at Oxford, Dr. Nancy Shubik (née Rogers), 
M.R.CS., L.R.C.P., wife of Dr. Philippe Shubik. ‘ 





nic Pain,” 


ell Street, 
¢ Chancre 
; 5 pm, 


+ Sept. 23, 1948, James Elliot Square, F.R.C.S., of Plymouth, 
Stewart.—On Sept. 16, 1948, at Sleights, William Stewart, M.B., Ch.B.Ed., 
late of Southampton. 

1948, Jeffrey Isser Symonds, M.B., Ch.B., of 


Symonds.—On Sept. 24, 
Middlesbrough, aged 33. 

Waters —On Oct. 5, 1948, suddenly, at his house, The Corderries, Chalford 
ill, Stroud, Gloucestershire, George Trench Western, M.D. 


Any Questions? 








Correspondents should give their names and addresses (not for 
publication) and include all relevant details in their questions, 
which should be typed. We publish here a selection of those 
questions and answers which seem to be of general interest. 


Recurrent Parotitis 


Q.—What is the aetiology, and have there been any recent 
advances in the treatment, of recurrent non-infective parotitis ? 


A.—Recurrent parotitis is an uncommon disorder which, 
although non-infectious, cannot be called non-infective. It 
appears to be due to repeated exacerbations of an ascending 
infection of Stensen’s duct. In some the predisposing cause 
is a calculus or a fibrous stricture of: the duct; but in many 
oral sepsis has been held responsible. Sialography will often 
show a dilatation of the smaller ducts with a skiagram reminis- 
cent of bronchiectasis. The fundamentals of treatment are 
to exclude stone and stricture or, if present, to treat by removal 
of the former and dilatation of the latter; to treat infective 
foci in the mouth ; and to encourage drainage from the gland. 
This last may be done by massaging and expressing secretion, 
and by increasing the flow of saliva by means of acid drinks, 
such as lemonade, and the regular use of chewing-gum. 


Galactorrhoea 


Q.—What treatment should be given to a patient, aged 32, 
whose breasts have been loaded with milk since the birth of 
her only child over two years ago? She has been having 
stilboestrol and hexoestrol 1 mg. t.d.s., together with magnesium 
sulphate and a restricted fluid intake, with little effect. The 
secretion is of a thick cheesy consistency at times; at other 
times it flows rather freely. 


A.—Two counter-questions arise in this case : (1) How long 
was breast-feeding maintained? (2) Is the galactorrhoea 
accompanied by amenorrhoea? A rare but well-known 
syndrome associated with the names of Chiari and Frommel is 
characterized by prolonged lactation and amenorrhoea with © 
superinvolution of the uterus. Its cause is unknown, but it 
is reasonable to suppose it to be the result of a disturbance 
of the pituitary whereby its lactogenic activity is maintained 
at the expense of its gonadotrophic function. Other causes 
of galactorrhoea are diseases of the hypothalamus and 
pituitary (acromegaly, for example), and it has also been 
described in association with lutein cysts of the ovary and 
even failure of ovarian function. The above possibilities should 
be excluded, but a more simple explanation should be kept 
in mind. Lactation can be maintained for long periods, if not 
indefinitely, by local stimulation of the breasts, and, if this 
patient is continually attempting to express the discharge to 
confirm its presence, that might be enough to account for its 
persistence. Moreover, the dose of stilboestrol which has been 
given is scarcely enough to suppress lactation ; it might even 
have a stimulating effect. 

If a cause cannot be found it may be difficult to treat the 
condition successfully. The breasts should be well supported 
and all forms of manipulation avoided. The dose of stilboestrol 
should be increased up to 10 or 15 mg. daily (in divided doses), 
and continued for seven to ten days, then gradually decreased 
during the following week. If that fails, testosterone propionate 
in large doses might be tried. A suitable dose would be 25 mg. 
intramuscularly three times weekly for two weeks. It should 
not be continued for longer than this lest it produce virilism. 


Gentian Violet for Skin Infections 


Q.—Is gentian violet 1 or 2% solution still a recognized 
treatment for Gram-positive skin infections or ulcers ? 

A.—Gentian violet remains a most valuable application for 
skin infections. If there is much exudate or discharge gentian 
violet may give trouble by obstructing its flow if used as the 
lotion, but by using it in ointment form with an emulsifying 
base this difficulty can be avoided. 





768 Oct. 23, 1948 


ANY QUESTIONS ? 





Adrenaline, Procaine, and Pulmonary Oedema 


Q.—Can acute pulmonary oedema occur as the result of a 
local injection of procaine? I saw a man aged 45 who 
had tender nodules in the fascia of the back of the neck at 
the level of the fourth cervical vertebra. 1 injected 2 ml. of 
2% procaine with adrenaline, taking care not to enter a vein. 
Two minutes later the patient turned pale and felt faint; pulse 
130. After another minute he experienced a tight sensation in 
the chest and coughed up about 2 oz. (57 ml.) of frothy, heavily 
blood-stained sputum. Morphine gr. 4 (16 mg.) with atropine 
gr. 1/150 (0.375 mg.) was administered. Though the chest 
was full of rales during the attack, four hours afterwards there 
were only some fine crepitations at the left base. The heart 
was normal, and the blood pressure remained at 80/30 mm. 
throughout. It seems highly probable that the procaine caused 

_the pulmonary oedema. Intravenous injection can almost 
certainly be excluded since the site was relatively avascular, the 
usual precautions were taken, and no signs of accidental intra- 
venous injection were noted. 


A.—It is always dangerous to say that something can never 
happen, and therefore it is dangerous to say that procaine can 
never cause acute pulmonary oedema. Such an occurrence 
has not been recorded before. 
can cause acute pulmonary oedema, so that it seems more 
likely that the adrenaline injected was responsible for the 
symptoms. The patient must have been unusually sensitive 
to the drug for this to happen. The theory of the production 
of acute pulmonary oedema by adrenaline is that this drug 
releases histamine in the body, as it has been shown to do, 
and the histamine then causes the oedema. In support of this 
theory is the fact that the acute pulmonary oedema can be 
arrested by the injection of antihistamine compounds. 


Paper-eating Infant 


Q.—Can you advise me how to treat a child of 2 years who 
is continually eating paper? He weighed 6 Ib. 2 oz. (2.8 kg.) 
at birth and did well up to the age of 8 months, when he stopped 
gaining. He then started to eat paper and would eat very 
little of his ordinary food. He eats any paper that is left 
about, and it passes through him undigested. He is pale and 
has a protruding abdomen, but otherwise appears normal. He 
walked at the age of 13 months, and is now talking well. 


A.—Between the ages of 2 and 3 years food fads are at 
their peak. These are not uncommonly associated with 
anxiety arising out of habit training, in the course of which 
the small child goes through a phase of over-emphasized disgust 
at his own excreta. Since food can also be messy, he may 
experience a revulsion against this. The eating of paper, which 
symbolizes cleanliness through its toilet use, is likely in the 
logic of infancy to represent “inner cleanliness.” In _ this 
case practical measures would include making “ potting” as 
easy and informal as possible, the avoidance in diet of food 
that may arouse disgust (such as sausages, or anything brown 
and of “ messy ” consistency), and the provision of play material 
with which the child may experiment and work out his fan- 
tasies. Sand and water, plasticine, and clay are all useful in 
the latter respect. It may be advisable to keep paper out of 
reach so far as possible, though not openly to deny it when 
asked for. If these measures do not prove effective, the child 
should be taken to see a psychiatrist. 


Lactating Baby 
Q.—Can you suggest treatment to stop a flow of milk from 


the right breast of a male baby aged 10 days? The right breast 
is slightly larger than the left, which is normal and dry. 


A.—Transient enlargement of the breasts in newborn babies 
is not unusual, and is supposed to be due to the high concen- 
tration of maternal oestrogens. Another theoretical factor is 
hyperplasia of the baby’s adrenal cortex, with resulting secre- 
tion of oestrogens. An actual secretion of milk is rare in itself, 
and especially one that persists. It is probable that an injection 
of 10 mg. of testosterone, repeated daily if necessary, would 
stop the secretion. Apparently the left breast is unresponsive 
to the supposed hormone stimuli, and this lack of response is 
met with in other types of endocrinological reaction. 


On the other hand, adrenaline . 


Income Tax 
Refund of Superannuation Deductions 


J. has in the past suffered deductions from his salary ung a 
superannuation scheme. His post has been abolished a 
amounts deducted refunded -with interest. Is the refund to} 
reckoned as “ income” ? ’ 


*," The element in the total payment which represents interest . 
rank as income, but probably taxed at source. The remainder of 
total refund represents postponed payment of small amounts 
salary for past years which hitherto have not borne tax. It may be 
however, that the tax to be accounted for on that basis has tes 
allowed for in calculating the net amount of the refund. We gy» 
that inquiry be made of the town clerk as to the details of 
calculations of the net refund, when the position as regards tax 
probably be clear. 


NOTES AND COMMENTS 


Profuse Sweating in Acute Rheumatism—Dr. A. D. McD 
(Dublin) writes: This sign (“ Any Questions ?” April 3, p, n) 
sets a problem in diagnosis I have already discussed (B.M_J., 1947, 4 
310). Increased perspiration, especially profuse at night, may precy. 
all local manifestations of rheumatic fever; it is constant even apy 
from salicylates, and the last of all clinical signs and symptoms gf 
active infection to disappear. In the chronic infective disease gj 
degrees of sweating, perhaps varying with the toxaemia, are seen, from 
a persistent profuseness throughout the twenty-four hours, or be. 
tween noon and 4 a.m., or 9 p.m. and 2 a.m., to an individual “ night 
sweat.” Experience generally verifies the observation,’ “ Thus fatigne, 
a chill, an adventitious infection, a slight injury, a touch of indiges 
tion, a mental upset or increased bodily activity may cause the rhe. 
matic to relapse from the quiescent into an acute febrile state.” Mor 
sensitive still is the chronic active rheumatic, hence the sweating—g 
long as it continues and unless cared for correctly—and the resultan, 
damp clothes may cause a vicious circle of reactivation or exacerha 
tion. The usual hospital practice and nursing routine are inadequaig 
for such cases, as the need for well-aired clothes is paramount over 
and above the degree needed for non-rheumatic patients; freshly 
laundered clothes and bed linen returning from a laundry need 
minimum Of twenty-four hours at not less than 130° F. (54.4° C); | 
personal garments need the same temperature for varying periods but 
not less than six hours (such clothes should not be stored in unheated” 
presses). 

Resulting from this special care, these patients sleep better, 
are free from the myalgia and other aches—now their common lot— 
sweat less, and the tachycardia lessens. Further precautions are: free- 
dom from draughts; room temperature not above 64° F. (17.7° €) 
(hot weather invariably causes an exacerbation) ; avoidance of general 
bed-baths, local ones restricted and given with care; those in atten 
dance free from nasopharyngitis; bed-rest, of course, and the fre 
quent change of damp clothes even during sleep, for then they may 
dry on the patient and cause a chill. (Most of this applies generally 
to cases of idiopathic rheumatoid arthritis with active infection.) On 
such a regime chronic active rheumatics show remarkable improve 
ment, for it helps to keep the toxaemia at a minimum and in 
acute primary attack lessens the danger of chronicity. ‘ 
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Delay in Receiving B.M.J.—In recent weeks special rn 
have been made with the Post Office to try to ensure that copies df 
the British Medical Journal reach most of our readers in Grett 
Britain on the Saturday morning. It would help us to assess tt 
effect of this scheme if those who still receive the Journal late wou) 
be good enough to forward to the Publishing Manager at B ‘ 
House wrappers of copies which are delayed, with a note of t 
time of their arrival. % 
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